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 There is a specific need for occupational therapy programs to provide education 
about culturally responsive care. Evidence suggests that occupational therapists often feel 
unprepared in the practice setting to fulfill the role of service provider for persons 
experiencing homelessness (Lauckner et al., 2006). Occupational therapists are uniquely 
equipped to address the needs of homeless clients in community health settings and 
decrease barriers to participation for homeless individuals. With additional education 
about culturally responsive care for this target population, occupational therapists will 
feel more prepared to provide for homeless clients and develop client trust. 
The Student-Homeless Health Partnership (SHHP) is an evidence-based, theory-
driven program that utilizes multimodal approaches of instruction with occupational 
therapy students to provide culturally responsive care for homeless individuals. Through 
the program, students will develop a client-centered, occupation-based approach to caring 
for individuals experiencing homelessness through direct engagement. The goal and 
outcome of the program is to change occupational therapy students’ social beliefs and 
attitudes tied to adults who are homeless and ultimately, provide effective and culturally 
 
 vi 
responsive care for these individuals. Positive program evaluation findings of SHHP will 
highlight occupational therapy’s distinct value in community health programs and 
reinforce the expansion of the SHHP model to occupational therapy programs outside of 





Having worked as an occupational therapist in inpatient and community health 
settings in San Francisco, I have interacted with many clients experiencing homelessness 
who struggle to meet their basic needs and access regular healthcare. Through personal 
and professional experience, I realized it is not unusual for homeless clients to exhibit 
signs of wariness of healthcare providers, as they may feel stigmatized by staff or other 
clients. For many homeless clients, primary occupations revolve around safety and access 
to food, shelter, and clothing. Instrumental activities of daily living, such as health 
management, become secondary to occupations of eating, mobility, and community 
safety. At times, homeless clients may be perceived by healthcare professionals as “more 
difficult” due to mental illness, substance abuse, or previous traumatic experiences. 
Through my doctoral project, I aim to change occupational therapists' social beliefs and 
attitudes tied to adults who are homeless. That way, occupational therapists can provide 
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CHAPTER ONE – Introduction 
The number of people experiencing homelessness in San Francisco continues to 
rise as job insecurity, housing scarcity, and unstable living conditions continue to act as 
barriers to securing and retaining permanent housing (Applied Survey Research, 2020). 
Although San Francisco developed the Department of Homelessness and Supportive 
Housing (HSH) in 2016, recidivism of homelessness emphasizes the need for more 
supportive services for people who are homeless. Without adequate supportive services, 
homeless individuals are at a higher risk of living with chronic illnesses, physical 
disabilities, chronic substance abuse, and severe mental health conditions (Applied 
Survey Research, 2020). These health conditions perpetuate the cycle of homelessness, as 
they affect a person’s ability to retain stable housing, maintain employment, and engage 
in meaningful self-care activities.  
There are currently no existing occupational therapy-based programs targeting 
homeless adults in San Francisco. Literature review on the needs of homeless individuals 
suggests a need for occupational therapy interventions to focus on life skills training and 
enhance community participation (Grandisson et al., 2009; Helfrich et al., 2006; Munoz 
et al., 2006). Occupational therapists can play a large role in offering life skills 
interventions and resources to empower previously homeless individuals to reassume 
meaningful daily activities and reintegrate into the community. Occupational therapists 
are uniquely equipped to address the needs of homeless clients in community health 
settings.  
Although occupational therapists are equipped to approach the problem of 
 
 
  2 
decreasing barriers to participation for homeless individuals, there is a specific need for 
occupational therapy programs to provide education about culturally responsive care. 
Homeless adults have reported discriminatory treatment and stigmatization in healthcare 
settings, demonstrating a “need for medical staff to become more sensitive in their 
responses” (Grenier et al., 2016, p. 34). Additionally, there is a need for healthcare 
providers to approach clients experiencing homelessness with more compassionate care 
to build client trust, as developing trust strongly influences a person’s propensity to seek 
care (Wen et al., 2007). With additional education about culturally responsive care, 
occupational therapists will feel more prepared to provide for homeless clients and 
develop client trust. 
The problem is multifaceted. On one hand, occupational therapy students do not 
receive sufficient education and exposure to provide culturally responsive care for 
homeless individuals. The result is a higher likelihood of unconscious bias and 
stigmatization towards people experiencing homelessness. On the other hand, homeless 
individuals who enter the healthcare system are distrustful of healthcare professionals 
based on negative experiences with the healthcare system. Thus, homeless clients who 
have had negative encounters with healthcare providers have a lower propensity to seek 
health care. The proposed program Student-Homeless Health Partnership addresses the 
need for culturally responsive education for occupational therapy students with an 
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Project Overview 
The proposed program, Student-Homeless Health Partnership (SHHP), utilizes 
multimodal approaches of instruction with occupational therapy students to provide 
education about culturally responsive care, foster cultural humility, and provide homeless 
clients with client-centered life skills interventions. The overarching goal of the program 
is to change occupational therapy students’ social beliefs and attitudes tied to adults who 
are homeless and provide culturally responsive care for these individuals.  
The doctoral project will be presented in sequential order of the development of 
the program Student-Homeless Health Partnership. First, the project will present evidence 
that supports the nature of the problem of lack of culturally responsive care for homeless 
clients. A visual model depicting the nature of problem and evidence from literature 
review will support the need for education that prepares occupational therapy students to 
care for culturally diverse clients. Next, a description and synthesis of previous 
applications of the Situated Learning Theory (Lave & Wenger, 1991), the Purnell Model 
for Cultural Competence (Purnell, 2019), and the Campinha-Bacote Model of Cultural 
Competence (Campinha-Bacote, 2002) will be presented. Key components of each 
theoretical framework are used to guide the foundation of SHHP. Then, the project will 
present evidence to support or disprove specific methods used in previous attempts to 
implement cultural competence programs for healthcare students. The literature review of 
various methods will guide the instructional methods used in SHHP modules. Following 
the literature review will be a description of the proposed program, including how the 
program will be delivered, the role of personnel, and examples of module activities. 
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Lastly, the project will review the program evaluation plan, which includes a logic model 
for use with program stakeholders. The program evaluation will incorporate both 
formative and summative evaluation designs to explore the themes that arise from 
program data and to determine causal attributions from the program. 
Impact of the Project 
The focus of Student-Homeless Health Partnership is to generate meaningful 
interactions between occupational therapy students and homeless individuals in a context 
where culture is considered and valued. The program modules feature a collaborative 
approach to learning, where homeless individuals are considered experts of their culture, 
occupational therapy students are considered novices to the community of practices of 
homelessness and occupational therapy, and faculty mentors are considered experts in 
providing occupational therapy in the community health setting. The expectations of the 
program are to see increases in cultural understanding, skills, and knowledge in students 
when they interact with homeless clients. Although most of the short-term outcomes of 
the pilot program focus on the learning experience of occupational therapy student 
participants, the intention is for the program to benefit participants from the Navigation 
Center as well. An expected program outcome for participants who are homeless is 
improved levels of client trust in healthcare professionals. The clients experiencing 
homelessness will also receive client-centered life skills intervention to prepare the them 
for housing placement in the community. The effectiveness of the life skills interventions 
for homeless participants will not be measured in the pilot study of the program. 
However, measuring the outcome of life skills interventions will be considered for future 
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iterations of the program if the pilot program demonstrates positive outcomes. The 
Student-Homeless Health Partnership is intended to be implemented as curriculum for 
students in graduate-level occupational therapy programs. If outcomes of the pilot study 
are met, the SHHP model would ideally expand to other occupational therapy programs 
and other Navigation Centers in operation in the Bay Area as an additional resource for 
the homeless community. 
Domain of Occupational Therapy 
According to the “Occupational Therapy Practice Framework: Domain and 
Process” (AOTA, 2014), it is within the scope of occupational therapists to engage clients 
in health promotion and address occupational injustice. Nilsson and Townsend define 
occupational justice as “occupational rights to inclusive participation in everyday 
occupations for all persons in society, regardless of . . . social class, or other differences” 
(as cited in AOTA, 2014, p. 58). In SHHP, student participants explore framework 
domains of Context and Environment, Client Factors, Occupations, Performance 
Patterns, Activity Demands, and Performance Skills when developing an occupational 
profile for their. The strengths and limitations of each domain will be considered to guide 
the development of client-centered interventions. The proposed program focuses on 
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CHAPTER TWO – Theoretical and Evidence Base 
This chapter consists of three sections that provide the theoretical and evidence 
base of the proposed program. First, the chapter will present the nature of the problem 
and the main contributors to the problem. Following the presentation of the problem will 
be a literature review of the Situated Learning Theory (Lave & Wenger, 1991), Purnell 
Model for Cultural Competence (Purnell, 2019), and Campinha-Bacote Model of 
Cultural Competence (Campinha-Bacote, 2002) and their applications in similar 
programs to SHHP. Finally, the chapter will review previous attempts to address the 
problem of lack of culturally responsive care with healthcare students. 
I. Overview of Explanatory Model 
Problem: Inadequate cultural responsiveness from providers for homeless individuals. 
Contributors to the Problem 
1. Insufficient education in occupational therapy programs about providing 
culturally responsive care for homeless individuals 
2. High likelihood of unrecognized assumptions and biases towards homelessness 
3. Incidents of unrecognized discrimination by healthcare professionals 
4. Health disparities for people who are homeless 
 Key components have been identified as contributing to the problem of 
unrecognized discrimination by healthcare professionals towards homeless individuals. 
There is a growing need for occupational therapists to adapt to care for culturally diverse 
clients, as demographics have shifted to work with more at-risk groups. However, 
evidence shows that little effort remains within the occupational therapy curriculum 
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standards to incorporate education that investigates the relationship between occupational 
therapy and social class. As a result, new occupational therapy graduates possess a high 
likelihood of having unrecognized assumptions, biases, and minimal exposure to 
culturally diverse experiences. These assumptions and biases further the stigmatization of 
clients who are homeless. Incidents of discrimination ultimately lead to ineffective 
communication between clients and providers as well as ineffective communication 
among providers. As a result, clients who are homeless may receive subpar quality of 
care and mistrust the healthcare system. Previous negative encounters with healthcare 
professionals influence homeless individuals’ propensity to seek health care (Rae & Rees, 
2015). Furthermore, incidents of discrimination towards homeless individuals by 
healthcare providers can be uncomfortable to discuss and cause provider burnout. 
Providers themselves are burdened with unaddressed ethical and moral dilemmas. 
Providing vital early education to occupational therapy students about providing 
culturally responsive care is a necessary and cost-effective solution that will promote 
improved quality of care for homeless individuals. The proposed program Student-
Homeless Health Partnership addresses the need for culturally responsive education for 
occupational therapy students with an experiential learning approach guided by expert 
faculty mentor supervision. 
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Figure 1. Model of the Problem. This figure shows the contributors to the problem. 
II. Literature Search of Explanatory Model 
 
A literature search was completed to evaluate the evidence proposed in the 
explanatory visual model in Figure 1. The evidence indicated that new occupational 
therapy graduates possess a high likelihood of having unrecognized assumptions, biases, 
and minimal exposure to intercultural experiences with homeless adults.  
Insufficient Education About Culturally Responsive Care 
Occupational therapy literature strongly supports the need for practitioners to 
apply more culturally responsive care in healthcare settings (Grenier, 2020; Horowitz et 
al., 2006; Suarez-Balcazar et al., 2015). Recent literature suggests that occupational 
therapy students are ill-equipped to address potential cultural barriers in their professions 
(Chipps et al., 2008; Murden et al., 2008). According to Niemeier, Burnett, & Whitaker 
(2003), if rehabilitation providers understood cultural variables at the pre-service 
professional education level, these providers would have improved decision-making 
skills and professionalism. There is a need for occupational therapy programs to develop 
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culturally meaningful instruction for occupational therapy students to apply effectively in 
practice. The topic of homelessness is seldom covered in occupational therapy programs 
internationally, but it is “pertinent to the training of future health care professionals’ to 
understand the complex needs of those who are homeless” (Grandisson et al., 2009). 
When interviewed, several occupational therapy faculty perceived social stigma, 
disinterest by the public, and lack of knowledge as common barriers to development of 
programs for the homeless in the community and in the occupational therapy curriculum 
(Grandisson et al., 2009). Currently, there is little effort within the occupational therapy 
profession to provide education about how occupational therapy responds to social class 
(Hammell, 2013). Grenier (2020) suggests a systemic shift from relieving the burden of 
attending to biases on individuals to placing the burden on occupational therapy 
education programs. Graduates with limited experience working with diverse populations 
are more likely to reinforce negative attitudes associated with homelessness. There is a 
shift in client demographics, as more and more occupational therapists work with at-risk 
groups (Horton, 2009; Matteliano, 2014). Occupational therapists must readily adapt to 
care for culturally diverse clients without pressuring them to comply with Westernized 
notions of occupation (Iwama, 2003). To meet the demands of a changing population, 
there is a call for occupational therapy programs to expand their entry-level curriculum to 
include non-Western cultural values (Mahoney & Kiraly-Alvarez, 2019). Similarly, 
Iwama (2003) describes the need for systematic implementation of cultural training in 
occupational therapy curriculum that is consistent with the local values of community 
members. The World Federation of Occupational Therapy (2016) has incorporated a 
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minimum standard of education about diversity for entry-level occupational therapy 
graduate programs. The occupational therapy practice framework also includes culture as 
an essential element. It is apparent that occupational therapy students receive varying 
amounts of education about diversity prior to becoming an entry-level occupational 
therapist. A deeper evaluation of the cultural sensitivity curriculum in occupational 
therapy programs shows that although students are aware of the importance of culturally 
responsive care, they thought they were lacking in the knowledge, skills, and methods to 
meet the needs of culturally diverse clients (Cheung et al., 2002; Murden et al., 2008; 
Rasmussen et al., 2005). The standards of care do not require culture-based skill 
development through direct interaction or engagement with culturally diverse 
communities. Recent literature strongly supports the need to implement culture-based 
training into entry-level occupational therapy programs. 
Incidents of Unrecognized Discrimination 
Without adequate knowledge and prior experiences to engage with diverse 
communities, new occupational therapy graduates are not prepared to critically respond 
to incidents of discrimination and stigmatization towards homeless individuals. Examples 
of discrimination from healthcare professionals include feeling dehumanized, ignored, or 
judged by their looks or past experiences and being given inappropriate or impractical 
advice (Martins, 2008; Rae & Rees, 2015; Wen et al., 2007). Often, clients who were 
homeless shared that their healthcare provider did not trust them (Martins, 2008). A 
major theme that emerged from interviews with homeless adults was the lack of 
compassionate care and patience from healthcare professionals (Nikasch & Marnocha, 
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2009; Wen et al., 2007). New occupational therapy graduates may inadvertently deprive 
clients of their right to quality health care if cultural values are not considered. Homeless 
individuals described leaving health care visits with perceptions of unavailable health 
care and unfulfilled physical needs (Nickasch & Marnocha, 2009). Providing education 
about cultural safety for culturally diverse clients to occupational therapy students is a 
proactive solution to diminish incidents of discrimination and stigmatization associated 
with homelessness in healthcare settings. 
Health Disparities for People Who Are Homeless 
There are greater health disparities for people who are homeless in the health care 
system (Fryling et al., 2015; Martins, 2008; Minick et al., 1998). Although the Affordable 
Care Act (ACA) seeks to cover many unserved and vulnerable groups, homeless 
individuals continue to be at high risk for chronic illnesses, being uninsured, and lack of 
access to healthcare (Fryling et al., 2015). Without insurance and lack of access to 
healthcare, many homeless individuals do not turn to the healthcare system for issues 
with health (Martins, 2008). Lack of adequate education about cultural safety and 
stigmatization of homelessness contributes to poor client and provider communication. 
Consequently, a provider’s inability to effectively communicate with a client can lead to 
mistrust of the healthcare system, poor client ratings of care, and provider burnout 
(Martins, 2008; Minick et al., 1998). Past negative healthcare experiences significantly 
affects health-seeking behavior in individuals experiencing homelessness (Rae & Rees, 
2015). Communication among providers about clients who are homeless can also be 
strained and uncomfortable to endure. Stereotypical notions of homelessness are 
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reinforced when healthcare professionals are quick to judge and clients who are homeless 
do not respond according to expectations (Minick et al., 1998). Ineffective 
communication among providers about culturally responsive care can also be a source of 
provider burnout, as the negative attitudes of healthcare professionals towards 
homelessness perpetuate social disparities, which increases health problems and costs for 
healthcare for people who are homeless (Daiski, 2007). Homelessness is a driver and a 
result of the related health inequities that lead to poorer health outcomes.  
The evidence presented supports each component of the explanatory model of the 
problem. There is a need for an educational intervention to implement culturally 
responsive care training into entry-level occupational therapy programs. If educators 
target the first key component of the model by increasing efforts to educate students 
about the intersectionality of occupational therapy, culture, and social class, new 
occupational therapy practitioners would be better equipped to treat culturally diverse 
clients, including adults who are homeless. 
Conceptual and Theoretical Frameworks 
A review of the literature identified three applicable theoretical frameworks to 
encourage adult student learners and foster cultural humility through direct interactions 
with clients from diverse cultural groups. The three theories are Situated Learning Theory 
(Lave & Wenger, 1991), Purnell Model for Cultural Competence (Purnell, 2019), and 
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Situated Learning Theory 
The Situated Learning Theory was first known as “legitimate peripheral 
participation,” because, according to the theory, novice learners move from the periphery 
to the center of a community of practice as they become more active and engaged within 
the culture (Lave & Wenger, 1991). Situated learning involves the process of engaging in 
everyday activity in a community of practice. The more a person interacts, cooperates, 
and engages in complex activities in the community, the more competent that person 
becomes in the community. In other words, the learning is unintentional and peripheral 
participation eventually becomes full participation (Lave & Wenger, 1991). In contrast 
with experiential learning, which focuses on learning by doing, situated learning focuses 
on generating meaning through full participation of a community of practice (Lave & 
Wenger, 1991). Situated learning places learners in real-life settings where knowledge of 
the culture is valued and can be applied.  
The theory was further developed by other theorists who have identified critical 
characteristics essential to the situated learning approach (Herrington & Oliver, 1995). 
According to Herrington and Oliver (1995), learning environments required the following 
components: provide authentic context and activities, provide access to expert 
performances of processes to model, include multiple roles and perspectives, support 
collaborative construction of knowledge, provide coaching, promote reflection, promote 
articulation to enable transition from tacit to explicit knowledge, integrate assessment of 
learning within tasks. A highlight of the Situated Learning Theory is having expert 
educators guide novices through phases of interacting, reflecting on experiences, and 
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facilitating learners to become problem solvers (Brown et al., 1989). Having expert OT 
faculty who have experience working with homeless populations supervise the program 
activities will provide occupational therapy students with invaluable learning experience 
about how to approach culturally responsive care for homeless clients. 
The Situated Learning Theory has been used to guide group-based interventions 
in the community with homeless individuals. A study conducted by Helfrich, Chan, and 
Sabol (2011) suggested that a life skill interventions program for adults with mental 
illness and at risk for homelessness was created using the Situated Learning Theory. 
Following this approach, Helfrich et al. (2011) used applied activities as interventions for 
participants in the program. Activities were structured to promote interaction and 
immersion in the experience. Helfrich et al. (2011) found that the use of situated learning 
allows people of all backgrounds and cognitive levels to participate in group activities. 
Purnell Model for Cultural Competence 
The Purnell Model for Cultural Competence was developed by Larry Purnell in 
1998 as a model of cultural competence for nursing students with the potential for 
broader application beyond nursing (Xu et al., 2006). The holistic nature of the model 
makes it applicable for healthcare students to address ethnocentric behaviors, cultural 
insensitivity, and cultural biases (Purnell, 2005). The framework is illustrated as a circle 
divided into twelve cultural domains, which are all essential for assessing the cultural 
characteristics of an individual, family, or group (Purnell, 2019). The twelve domains are 
communication, family roles and organization, workforce issues, biocultural ecology, 
high-risk behaviors, nutrition, pregnancy, overview/heritage, death rituals, spirituality, 
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healthcare practices, and healthcare practitioners (Purnell, 2019). The domains in the 
visual model are enclosed by four larger circles; the layers, from outermost to innermost, 
depict the concepts of global society, community, family, and individual (Purnell, 2019). 
At the bottom of the model, a jagged line represents the transition from a low to high 
level of cultural competence. The four levels are unconscious incompetent, conscious 
incompetent, conscious competence, and finally, unconscious competence (McNeil et al., 
2005; Purnell, 2002; Purnell & Paulanka, 1998; Xu et al., 2006). Unconscious 
competence is the highest level of cultural competence and refers to a healthcare 
professionals’ ability to automatically interact and provide culturally responsive services 
(Colvin, 2013; Purnell, 2002). The Purnell Model for Cultural Competence includes 
twelve cultural domains for a healthcare professional to consider during an assessment. 
The cultural domains can be seen in Figure 2 below.  
The most updated model is based on twenty assumptions. Some major explicit 
assumptions identified in the model are the following: one culture is not better than 
another, cultures change with time, core similarities are shared among cultures, every 
client contact is a cultural encounter, learning culture is an ongoing process, individuals 
and groups belong to several subcultures, and all healthcare professionals require similar 
information about cultural diversity (Purnell, 2019). The model demonstrates the 
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Figure 2. The Purnell Model for Cultural Competence. This diagram depicts the 12 
domains and other concepts of the Purnell Model, by Purnell 2000. 
Note. Adapted from “A Description of the Purnell Model for Cultural Competence,” by 
Purnell, L., 2000, Journal of Transcultural Nursing, 11(1), p. 42. 
 
One of the main critiques of the model is that the twelve domains are not mutually 
exclusive and there is overlap of concepts. Purnell (2000) acknowledges this limitation 
by emphasizing the importance of considering multiple cultural factors and the 
intersectionality of key cultural concepts in health care. Another criticism of the Purnell 
Model for Cultural Competence is the ambiguity of its assumptions and the lack of clear 
parameters to each assumption.   
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There have been few successful assessments and interventions based on the 
Purnell Model for Cultural Competence. The Global Worldview Cultural Competence 
Survey (GWCCS) is a Likert-scale survey developed to assess cultural competence in 
health professional students and is based on the twelve constructs of the Purnell Model 
for Cultural Competence (Jones & Pinto-Zipp, 2017). Through the use of GWCCS, 
participating healthcare students received feedback based on their level of cultural 
competence (Jones & Pinto-Zipp, 2017). The qualitative findings of a study conducted by 
Marzilli (2016) found that professional development sessions for faculty based on the 
Purnell Model increased cultural knowledge and skills within the context of the four 
concepts of global society, community, family, and individual care. Out of the twelve 
domains, the only domain that was not addressed by participants was Overview/Heritage, 
because faculty participants did not identify a person’s demographic aspect of culture to 
be an essential topic of discussion (Marzilli, 2016). 
Campinha-Bacote Model of Cultural Competence 
The Campinha-Bacote Model of Cultural Competence was developed by Josepha 
Campinha-Bacote (1999) to be used in the delivery of healthcare. The model fosters 
cultural humility in students through five cultural constructs: cultural awareness, cultural 
knowledge, cultural skill, cultural encounters, and cultural desire. Major assumptions of 
the Campinha-Bacote Model of Cultural Competence are that achieving cultural 
competence is a process, intra-ethnic variation exists, there is a direct correlation between 
level of competence of healthcare providers and ability to provide culturally responsive 
care, and cultural competence is essential to providing high quality of care for clients. 
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Below is an evidence review of the five constructs of the model. 
1. Cultural awareness: Self-reflection of one’s own cultural background is necessary 
to prevent incidents of cultural imposition, the tendency to impose beliefs, values, 
and patterns of behavior on another culture (Campinha-Bacote, 2002). Cultural 
awareness is essential to achieve cultural competency, as cultural imposition 
places responsibility and expectations for clients adapt to the practitioner’s 
cultural values. Campinha-Bacote (2002) describes cultural self-awareness as a 
deliberate and reflective practice to explore cultural and professional backgrounds 
as well as attitudes and biases. The levels of cultural awareness behaviors 
illustrated in Purnell’s model of cultural competence can be linked to Campinha-
Bacote’s construct of cultural awareness (Purnell, 2002). Unconscious 
competence is the highest level of cultural competence that can be achieved, and 
it refers to a healthcare professionals’ ability to automatically interact and provide 
culturally responsive services (Colvin, 2013; Purnell, 2002). 
2. Cultural knowledge: Cultural knowledge involves understanding social values and 
diverse worldviews to increase health literacy. Evidence shows that lack of trust 
between clients and providers typically stems from cultural misunderstanding of 
values and beliefs (LaVeist et al., 2009). According to Cutilli (2005), 
understanding a clients’ language and viewing illness from the clients’ 
perspective is another way to demonstrate cultural knowledge as a healthcare 
professional. Cultural knowledge also refers to a healthcare providers’ knowledge 
of a client’s health literacy level, and the ability to provide related instruction 
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through familiar jargon or non-verbal communication instead of medical jargon 
(Ingram, 2012). 
3. Cultural skill: Belintxon et al. (2020) suggests a common challenge to developing 
cultural humility in health care professionals is the lack of cultural skills. Cultural 
skill refers to the ability of a healthcare professional to perform assessments and 
collect data that is culturally relevant and sensitive (Ingram, 2012). Language 
barriers and lack of cultural understanding can lead to errors in obtaining client 
history by a clinician without adequate cultural skill. Belintxon et al. (2020) 
identified cultural imposition and ethnocentrism behaviors as barriers to providing 
effective health care between providers and families with diverse cultural 
backgrounds. 
4. Cultural encounters: Evidence suggests that active engagement with clients from 
diverse backgrounds leads to higher quality care for clients of the same cultural 
backgrounds and higher levels of comfort and familiarity with communicating 
healthcare issues for healthcare providers (Ingram, 2012). Based on applications 
of the Campinha-Bacote Model of Cultural Competence with cultural 
interventions, evidence suggests that instructors should prepare students with 
cultural knowledge prior to having cultural encounters to avoid potential 
dilemmas that might cause distrust among students and clients (Colvin, 2013). 
Cultural encounters are a vital part of developing cultural competence, as it helps 
students develop confidence in their abilities to execute clinical and social skills 
and form connections with real-world clients. 
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5. Cultural desire: According to Campinha-Bacote (2002), cultural desire is the most 
important construct and can be defined as genuine motivation to provide 
culturally responsive care for clients. The desire to become more culturally 
competent should be fueled by intrinsic motivation rather than extrinsic 
motivation through regulatory mechanisms (Colvin, 2013). The cultural desire to 
learn from others as experts of their own culture is known as “cultural humility” 
(Campinha-Bacote, 2002). 
 Curricula based on the Campinha-Bacote Model have enhanced cultural humility 
in students of allied health professions (Davis-Cheshire & Crabtree, 2019; Nochajski et 
al., 2008). The Center for International Rehabilitation Research Information and 
Exchange (CIRRIE) provides curriculum guides based on the Campinha-Bacote Model of 
Cultural Competence specifically for pre-service occupational therapy students 
(Nochajski et al., 2008). The CIRRIE guides had a high positive response rate from 
occupational therapy students as culture-relevant education (Matteliano, 2014).  
Previous Attempts to Address the Problem 
 A literature review of effective strategies to manage unconscious and implicit bias 
when interacting with homeless individuals results in strategies that involve both didactic 
and experiential learning approaches. There is a dearth of evidence that evaluates the 
effectiveness of cultural safety training in occupational therapy curriculum. However, 
there is evidence that supports the practice of cultural safety training for students in other 
healthcare professions. Previous curricula to foster cultural humility among students have 
shown student learning by engaging in lectures, implicit association testing, self-
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management strategies, self-reflection, small group discussions, guided debriefing, 
community immersion, videos of real-life interactions and personal stories, role-playing 
scenarios, discussing unique case studies, and using mindfulness and medication 
strategies. Specific learner outcomes from past cultural safety curricula include improved 
cultural knowledge, skills, attitudes, and awareness in healthcare students and providers 
and increased client satisfaction (Brathwaite & Majumdar, 2006; Govere & Govere, 
2016; Beach et al., 2005). 
 The 2018 Accreditation Council for Occupational Therapy Education (ACOTE) 
standards, effective July 31, 2020, acknowledge the role sociocultural, socioeconomic, 
and diversity factors play in meeting the needs of our clients. However, course content 
suggested for Master’s degree level occupational therapy programs only suggest didactic 
introductory psychology, abnormal psychology, introductory sociology, or introductory 
anthropology courses (ACOTE, 2018). Occupational therapy programs are tasked to 
teach students to develop culturally relevant interventions, but programs are not required 
to incorporate training or experiences for students to learn how to provide culturally 
responsive care. 
Didactic Learning 
Lectures. Current evidence suggests that learning by lectures is an effective way 
to improve cultural knowledge (Kamau-Small et al., 2015; Prescott & Nobel, 2019). 
Lecture topics used in previous attempts to address the problem ranged from foundational 
topics of culture and social determinants of health to more advanced topics of health 
advocacy and community health (Leslie et al., 2017; Leslie et al., 2018; Meurer et al., 
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2011; Prescott & Nobel, 2019). PowerPoint presentations were the most commonly used 
presentation platform for lectures (Leslie et al., 2017; Prescott & Nobel, 2019). 
Surprisingly, Prescott and Nobel (2019) found that lectures are a preferred method of 
learning about culture for students in healthcare. In contrast, other evidence indicated that 
students favored interactive, experiential learning over classroom didactics (Meurer et al., 
2011). Students have expressed frustration with cultural competence programs that rely 
heavily on didactics rather than problem solving and interactive sessions (Meurer et al., 
2011).  
Testing. Evidence supported the use of testing as a strategy to increase awareness 
of implicit bias in students. In previous attempts to solve the problem of unconscious 
bias, testing was mainly used for students in the precontemplation and contemplation 
stage of readiness and awareness stage to acknowledge a need for change (Kamau-Small 
et al., 2015; Schultz & Baker, 2017). The use of the Implicit Association Test (IAT) was 
central to helping students recognize implicit bias in cultural competence programs 
(Burgess et al., 2017; Schultz & Baker, 2017; Teal et al., 2010). The IAT was used as a 
trigger for self-reflection and debriefing in most programs, as the test is available to the 
public but can be completed privately in a shorter amount of time (Teal et al., 2010). A 
study by Teal et al. (2010) found that engaging in small-group discussions was critical in 
using IAT as a trigger to help students develop bias awareness. Testing using IAT was 
not as effective through individual reflection. It was found in multiple programs that IAT 
results were not direct indications of prejudice or negative motives for client care. Testing 
was used for personal reflection and in-group discussion (Schultz & Baker, 2017; Teal et 
 
 
  23 
al., 2010). According to Kamau-Small et al. (2015), quizzes were found to validate 
student knowledge about topics of cultural assessment, health disparity, diversity, impact 
of poverty, social justice, and providing care to racially and ethnically diverse 
populations. Surveys were used to evaluate students’ unique learning experience and 
extrapolate information about how and when learning occurred (Kamau-Small et al., 
2015). 
Experiential Learning 
 Self-reflection. Self-reflection was a commonly used strategy in previous 
attempts to solve the problem of unconscious bias among students in healthcare (Kamau-
Small et al., 2015; Prescott & Nobel, 2019; Teal et al., 2010; Sanchez et al., 2019; 
Stedman & Thomas, 2011). Healthcare students and practitioners have cited self-
reflection as a critical tool and frequented strategy to manage implicit biases (Stedman & 
Thomas, 2011; Teal et al., 2010). Literature review suggests that reflective writing and 
journaling can be used to develop cultural humility to students in allied health professions 
(Sanchez et al., 2019). Specifically, students can reflect on their own biases and 
experiences working with clients in the community. Evaluation of reflection practices 
have shown that self-reflection is a critical component of cultural humility, as learners 
critique their own values, beliefs, and assumptions and how these factors may impact 
their interactions with clients (Sanchez et al., 2019). In contrast, recent evidence around 
strategies to reduce unconscious bias in students found that self-reflection paired with 
newly discovered bias can often result in cognitive dissonance, which leads to anxiety, 
defensiveness, and denial of bias (Schultz & Baker, 2017; van Ryn et al., 2015). Instead, 
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evidence has shown greater learning through group-reflection in comparison to self-
reflections (Teal et al., 2010). 
Debriefing. Debriefing was found to be an effective strategy to elicit cultural 
understanding in students as supplemental intervention. Literature review of debriefing 
strategies introduced a variety of debriefing strategies used in past cultural safety 
training, including guided debriefing with faculty, semi-structured and structured group 
discussions, small and large group discussions, and video-based debriefing (Leslie et al., 
2018; Prescott & Nobel, 2019; Schultz & Baker, 2017; Teal et al., 2010). Teal et al. 
(2010) noticed a shift among students from preferring to engage in self-reflection to 
willingly engaging with peers about challenging client encounters. Feedback from 
healthcare students solidified the sentiment that debriefing with peers increased their 
understanding about implicit bias and enhanced their internal motivation and confidence 
to address their own biases (Leslie et al., 2018; Prescott & Nobel, 2019). Debriefing 
strategies included increasing knowledge and understanding about bias, building 
confidence in providers’ ability to interact and build relationships with socially diverse 
clients, and reflecting on personal experiences, perceptions, attitudes, feelings, and biases 
(Leslie et al., 2018; Schultz & Baker, 2017). 
 Community immersion. Evidence from a literature review on the most effective 
strategies to develop cultural humility in healthcare students strongly supports 
community-based experiential learning (Griswold et al., 2007; Meurer et al., 2011; 
Minick et al., 1998; Oosman et al., 2019; Stedman & Thomas, 2011). In some cases, 
students who had participated in community-based experiences with individuals of 
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another sociocultural background shared initial feelings of discomfort being in an 
unfamiliar environment. However, the feelings of discomfort eventually led to lasting 
student learning and professional development as students interacted with individuals of 
the community (Griswold et al., 2007; Minick et al., 1998; Oosman et al., 2019). Through 
community immersion experiences, students learned about relational awareness and 
gained the skills to communicate with people of different cultures and backgrounds more 
effectively (Griswold et al., 2007). Community-based site visits were preferred over 
classroom didactics, because they were more engaging and better prepared students to 
meet the needs of their community (Meurer et al., 2011). Connecting with individuals 
who were homeless helped transform negative perceptions of marginalized clients 
(Minick et al., 1998). Overall, students reflected that their experiences in the community 
heightened their cultural humility in terms of recognizing privilege in light of others’ 
plight, client perceptions of providers, empathizing with clients, and regarding clients as 
instructors of their culture (Griswold et al., 2007). The results of student and client 
interactions through community immersion experiences have been shown to be 
invaluable and humbling for participating students, especially when clients establish trust 
and share their lived experiences. 
 Perspective Taking. Evidence supports the use of perspective-taking activities to 
increase student empathy and cultural awareness around culturally-diverse clients 
(Kamau-Small et al., 2015; Prescott & Nobel, 2019; Schultz & Baker, 2017). Role 
playing activities were implemented to increase relational awareness of stigmatization 
and to improve provider interactions with culturally diverse populations (Schultz & 
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Baker, 2017). Role playing activities were commonly based on client scenarios, where 
the needs and vulnerabilities of a client were impacted by the client’s sociocultural or 
socioeconomic status (Schultz & Baker, 2017). Specific activities included having a 
standardized patient actor or instructor role play and writing poems or short stories from 
the perspective of patients (Kamau-Small et al., 2015; Prescott & Nobel, 2019; Schultz & 
Baker, 2017). Graduate-level student feedback on perspective taking activities have 
shown an increase in communication skills with stigmatized clients (Schultz & Baker, 
2017). In contrast, student feedback of a reflective, perspective-taking activity, Trading 
Places, was rated as students’ least preferred activity (Prescott & Nobel, 2019). In this 
activity, students were presented with the profiles of four individuals and asked to rank 
the profiles from 1, most desirable, to 4, least desirable. Results of the activity showed 
that student opinions changed as more information about the profiled individuals were 
revealed (Prescott & Nobel, 2019). The goal of this perspective taking activity was to 
understand their own biases and values.  
 Case studies. There is a lack of evidence to support the use of case scenarios as 
an instructional method to teach cultural humility. A case-scenario group showed the 
least improvement in cultural skills and communication style development when 
compared to the role-playing and lecture groups (Sales et al., 2013). Case discussions 
were typically used to supplement other methods of instruction. Analysis of the 
effectiveness of case discussions as an isolated intervention in previous attempts to 
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Mindfulness and meditation. One arguable drawback to the presented methods 
of instruction to reduce unconscious bias are that they focus on declarative knowledge 
rather than procedural knowledge (Burgess et al., 2017). Evidence indicates that 
meditation can have a significant effect on reducing implicit bias towards homeless 
people (Kang et al., 2014). Prolonged practice in lovingkindness meditation correlates to 
increased connectedness to people of culturally stigmatized groups (Kang et al., 2014). 
The practice of lovingkindness meditation included instructing participants to 
contemplate warm feelings towards a person they love and radiating positive thoughts to 
others around them, and finally, to all sentient beings. The study conducted by Kang et al. 
(2014) suggested meditation could improve implicit attitudes towards people in 
stigmatized social groups, in particular, people experiencing homelessness. During a 
cultural-immersion experience with Indigenous clients, occupational therapists used 
mindfulness strategies to enhance cultural awareness, provide client-centered care, and 
prevent imposing their own value systems on Indigenous clients (Stedman & Thomas, 
2011). There is a lack of literature explicitly supporting the use of meditation and 
mindfulness practice to increase cultural competence levels with students, but the current 
evidence appears promising for future research. 
Multimodal Approach 
 Evidence supports the use of multiple approaches to teaching culturally 
responsive care (Prescott & Nobel, 2019; Sales et al., 2013). When comparing the 
effectiveness of three instructional methods separately (role-playing, case-studies, and 
lectures), Sales et al. (2013) found that no isolated approach demonstrated significant 
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student learning, as measured by cultural competency scores. Each student intervention 
group improved in scores, indicating increased cultural knowledge, but only a 
combination of several instructional methods impacted students’ understanding and 
attitudes in providing culturally responsive care (Sales et al., 2013; Prescott & Nobel, 
2019). A study by Prescott and Nobel (2019) found that a multimodal approach to 
teaching culturally responsive care allows instructors to use a variety of methods and 
reach a wider range of learners in the process. The utilization of a multimodal method of 
teaching was well received by healthcare students, as students favored multiple 
experiential practicum activities over didactic learning. Students scored higher on a quiz 
after receiving both didactic and experiential instruction in comparison to students who 
only received didactic instruction, which indicates an increase in cultural knowledge 
(Prescott & Nobel, 2019). Using multiple teaching methods to attain learning outcomes is 
more advantageous, because it allows students to engage in the learning process in a 
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CHAPTER THREE – Description of Proposed Program 
Program Description 
Student-Homeless Health Partnership (SHHP) is an evidence-based, theory-driven 
program that utilizes multimodal approaches of instruction with occupational therapy 
students to provide culturally responsive care for homeless individuals. The modules are 
meant to be an instructional curriculum for occupational therapy students to develop the 
skills needed to provide culturally responsive care for homeless individuals and foster 
cultural humility within the students. The goal of Student-Homeless Health Partnership 
(SHHP) is to reduce stereotypical social beliefs and attitudes that may be shared by 
occupational therapy students regarding adults who are homeless and give occupational 
therapy students the tools they need to provide more culturally responsive, effective care 
for homeless adults.  
The program will take place at a SAFE Navigation Center in San Francisco. The 
SAFE Navigation Center Model is a low threshold, high service temporary shelter 
residential program for adults experiencing homelessness (Department of Homelessness 
and Supportive Housing, 2020). These centers differ from shelters because they do not 
accept walk-ins. The individuals are approached and selected by the San Francisco 
Homeless Outreach Team or a centralized referral system as good candidates for the 
centers (Department of Homelessness and Supportive Housing, 2020). As the name 
suggests, Navigation Centers were developed to navigate homeless individuals into long-
term housing placements. 
SHHP will consist of four in-person, semi-structured group visits at a SAFE 
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Navigation Center and will take place within one academic school year. Small groups of 
four to five occupational therapy students from a local occupational therapy school will 
be paired with an individual currently residing at the SAFE Navigation Center. Each 
group meeting at the Navigation Center will last about two hours and will be supervised 
by a faculty mentor. Content will include four modules, and each module will correspond 
with each scheduled visit to the SAFE Navigation Center. The proposed program 
Student-Homeless Health Partnership (SHHP) will utilize multiple instructional 
components, including 1) a pre- and post-testing, 2) pre-visit lectures, 3) Navigation 
Center cultural immersion visits, 4) self-reflection assignments 5) and post-visit group 
debriefs. Using a variety of teaching methods for each program module will be more 
effective for students learning and understanding. 
Method and Process of Delivery and Activities 
 The four program modules are developed to correspond with each site visit in 
order from Module 1 to Module 4. The intention is that all student participants will take 
part in all educational interventions and modules, despite any existing experiences or 
knowledge a student has about the material. Each module will include multiple 
instructional components that relate to the module’s topic. The methods of delivery and 
activities for each instructional component will be presented in this section. 
The site visit portion of the Student-Homeless Health Partnership will occur at a 
SAFE Navigation Center in San Francisco and require student participants, Navigation 
Center clients experiencing homelessness, and faculty mentors to attend. Site visits dates 
will be scheduled at least two weeks prior to visit.  
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The pre- and post-surveys will be delivered using the Survey Monkey online 
system. Outcomes measured in the pre- and post-surveys are students’ change in cultural 
knowledge and students’ perceived confidence of cultural skills when interacting with 
individuals who are homeless.  
The pre-visit lectures and post-visit debriefs with faculty will be delivered online 
through Live Classroom sessions using Zoom software. Faculty-led debriefs will take 
place with student groups after each site visit to offer perspectives from an expert health 
care professional. Debriefs give students a chance to ask questions for clarification and 
share personal experiences and reflections with other students and faculty in a 
nonjudgmental way. 
 Students will write a post-visit self-reflection about their experience during the 
site visit with their paired individuals from the SAFE Navigation Center. Each reflection 
will consist of three questions that relate to the module topic. Self-reflection assignments 
will be submitted by students through their Blackboard online learning system. The 
submission should be submitted within one week of the in-person site visit with the 
Navigation Center participant. 
Program modules will cover 1) Occupational profile and lived experience, 2) 
Experiences with health care, 3) Goal setting, and 4) Community resources. Each module 
will also include a life skills intervention to promote independence with activities of daily 
living skills necessary for re-entry to community living. A report from the San Francisco 
Controller’s Office evaluated the Navigation Center’s performance by summarizing 
interviews with clients and found that on a program level, there is a need for a “‘life 
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skills’ refresher course…, aimed at teaching severely unprepared clients the basics of 
living inside again” (Radu, 2016, p. 9). Since occupational therapists are uniquely 
equipped to assist clients with engagement in self-care, occupational therapy 
interventions for homeless clients could address the need for life skills training to 
reintegrate into the community. The occupational therapy interventions will be client-
centered and relate to the topic covered in each module. The proposed life skills 
interventions will include 1) Filling out a housing or job application, 2) Safe community 
participation 3) Room and Self-Care 4) Client-centered life skill intervention. See Figure 
3 for organization of program module activities and interventions. 
 
Figure 3. Overview of Modules. This figure provides an overview of the educational 
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Role of Personnel 
 The Student-Homeless Health Partnership involves occupational therapy students, 
faculty of the occupational therapy program, a SAFE Navigation case manager, 
Navigation Center unsheltered participants, and program coordinators.  
Faculty mentors will be responsible for leading the pre-visit lectures, supervising 
site visits, facilitating discussions at the post-visit debriefs, scheduling lectures with large 
student group, scheduling site visits and debriefs with student small group assigned to 
faculty mentor, tracking student and client participation with program activities, and 
reviewing student self-reflection assignments. Faculty mentors will be noting student 
professionalism during interactions between students and their paired SAFE Navigation 
Center participants.  
The lecture portion of SHHP will be taught by an occupational therapist who is 
considered an expert with working in the community health setting with individuals 
experiencing homelessness. The lecturer is responsible for sharing occupational therapy 
cultural knowledge and skills related to caring for homeless clients. Lectures will be 
delivered through the Zoom online system. The program will consist of four lectures, 
each consistent with the program’s module designated topics.  
 The opportunity to participate in the Student-Homeless Health Partnership 
(SHHP) pilot program is voluntary. After attending the orientation session and receiving 
a clear explanation of the program activities and expectations, students will be given a 
consent form to allow or deny data obtained from SHHP to be used for program 
evaluation purposes. After attending the orientation session and signing the consent form, 
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occupational therapy students will be expected to participate to their best abilities in all 
planned activities in the program. Small student groups will meet four times during site 
visits to the SAFE Navigation Center. Additionally, all students must attend the 
orientation and closing sessions at the start and end of the academic year. Each student 
must have access to an electronic device to attend lectures via Zoom, submit online 
surveys, and submit self-reflection papers.   
 The SAFE Navigation case manager will be responsible for referring appropriate 
clients to the Student-Homeless Health Partnership (SHHP). Case managers will screen 
clients for eligibility based on the criteria listed in the “Methods to Recruit” section of the 
doctoral project. The case manager will also be in communication with Navigation 
Center participants and remind them of scheduled visits. 
 The SAFE Navigation client participants are vital to the proposed program. Once 
the client is enrolled in the program, the client is responsible to attend the four scheduled 
site visits. However, participation will remain voluntary and clients can discontinue the 
program at any time. It is expected that SAFE Navigation participants will provide 
authentic and accurate information about personal life experiences, encounters with the 
health care system, and client history to tailor subsequent client interventions and to 
promote student learning and the success of the program.  
 The program coordinator will be responsible for organizing program activities, 
such as the orientation and closing sessions. The program coordinator will also serve as 
the primary contact for faculty members and the Navigation Center case manager. The 
program manager will be responsible for setting up activities during the program, 
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analyzing data, and sharing findings of program evaluation with stakeholders.  
Intended Recipients 
 The modules are meant to be an instructional curriculum for occupational therapy 
students to develop the skills needed to provide culturally responsive care for homeless 
individuals and foster cultural humility within the students. The personalized life skills 
interventions are intended to offer homeless individuals practical independent living 
skills in preparation for long-term placement in the community. The intention behind life 
skills is to help homeless individuals develop life skills to maintain housing and to give 
students the opportunity to plan client-based interventions. In order for students to be 
successful in delivering the intervention, they need to evaluate client factors and identify 
the barriers and supports needed to be successful in the targeted life skill. 
Methods to Recruit 
 Primary methods to recruit student participants for the proposed program will be 
through online methods and in-person pitches to the deans and faculty of local 
occupational therapy programs in the San Francisco Bay Area. Reaching out to 
stakeholders, such as the dean and faculty, of occupational therapy programs, will be a 
direct way to speak about the need for a curriculum that provides experiential, culturally 
responsive care training for students. Also, faculty of occupational therapy programs can 
recruit students who are willing to participate in a pilot study of Student-Homeless Health 
Partnership. For the pilot program, student participation will be voluntary for students 
who have a desire to develop cultural humility through community visits. Faculty can 
give their students the option to participate in the program as part of an existing course or 
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as an additional activity. Twenty to thirty occupational therapy students will be directly 
served by the program for the pilot program.   
A case manager who works at the SAFE Navigation Center will be responsible 
for referring four to six homeless individuals to the program. Since the Navigation 
Centers have lenient program structures where clients can “come and go as you please,” 
participation is voluntary, but highly encouraged (Radu, 2015, p. 6). Selection of eligible 
clients for the program is based on their interest in the life skills training, adherence to 
case management services, and criminal records. To decrease the risk of harm to students 
involved in the study, an individual client is excluded from enrollment if he or she has a 
history of physical or sexual misconduct, including harassment, assault, or battery. The 
case manager will also be in communication with Navigation Center client participants 
and remind them of scheduled visits. 
 The SAFE Navigation client participants are vital to the proposed program. A 
thorough review of the program, informed consent, and careful selection of eligible 
clients for the program are crucial. Participation in the program must be voluntary and 
special procedures will be in place to guarantee that consent is adequate. Once the client 
is enrolled in the program, the client is responsible for attending the four scheduled site 
visits. However, participation will remain voluntary and clients can discontinue the 
program at any time. Faculty mentors will decide on the inclusion of the final clients, 
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Desired Outcomes of the Program 
 The desired short-term outcomes of Student-Homeless Health Partnership for 
occupational therapy students are to develop the skills needed to provide culturally 
responsive care for homeless individuals and to foster cultural humility within 
participating students. Another short-term outcome for students is greater cultural 
knowledge of the prevalence, health issues, health inequities, and misconceptions about 
homelessness. A short-term outcome of SHHP for the SAFE Navigation Center homeless 
participants is to develop practical independent living skills in preparation for long-term 
placement in the community. Long-term outcomes include reduced discriminatory 
treatment and stigmatization of homelessness in healthcare settings, increased positive 
perceptions of providing care for clients experiencing homelessness among occupational 
therapists, and an overall higher number of homeless individuals actively seeking care.  
Literature Review for Program 
 The foundation, content, and instructional methods of Student-Homeless Health 
Partnership are supported by existing literature, relevant policy, and the scope of 
occupational therapy. The decision to develop a partnership program for occupational 
therapy students and homeless clients stemmed from a literature review of the problems 
faced by homeless clients. The instructional methods used in SHHP are guided by a 
literature review of prior studies implementing interventions to promote culturally 
responsive care for healthcare students. 
A thorough literature review revealed the problem of lack of culturally responsive 
care for homeless clients. A further examination of the problem exposed the main 
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contributors to the problem. First, there is insufficient education about culturally 
responsive care for students in health-related programs, including occupational therapy 
students (Grandisson et al., 2009; Hammell, 2013; Iwama, 2003; Mahoney & Kiraly-
Alvarez, 2019). Second, unrecognized assumptions and biases towards homelessness 
often influence the quality of care for homeless individuals (Schultz & Baker, 2017; Teal 
et al., 2010). Third, these unchecked assumptions and biases lead to higher incidents of 
discrimination by healthcare professionals (Martins, 2008; Nikasch & Marnocha, 2009; 
Rae & Rees, 2015; Wen et al., 2007). Lastly, there are greater health disparities for 
people who are homeless (Fryling et al., 2015; Martins, 2008; Minick et al., 1998). A 
review of qualitative studies with homeless individuals and studies with students in 
healthcare programs revealed that discrimination and stigmatization towards 
homelessness are prevalent. People who are homelessness are at high risk for chronic 
illnesses, being uninsured, and lack of access to healthcare (Fryling et al., 2015). As a 
result, homeless individuals experience more negative encounters with the healthcare 
system and providers, which also affects their health-seeking behaviors. 
The addition of a life skills intervention for homeless clients is supported by 
occupational therapy literature and a series of needs assessment and performance reports 
conducted by the San Francisco Controller’s Office on SAFE Navigation Centers (Davis 
et al., 1994; Helfrich et al., 2006; Helfrich et al., 2011; Radu, 2016). The performance 
reports of Navigation Centers summarized information gathered through interviews with 
homeless clients, case managers, partner agencies, and other stakeholders (Radu, 2016). 
Homeless clients and staff members at multiple Navigation Centers suggested a need for 
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a program-level change to include a “‘life skills’ refresher course” (Radu, 2016, p. 9). 
Homeless clients at Navigation Centers have a hard time adjusting from homelessness to 
being housed (Radu, 2016). Although there is a dearth of research about the topic, the 
limited number of studies examining life skill interventions with homeless individuals 
generally indicate a greater knowledge of life skills, but variable follow-through of the 
skills (Helfrich et al., 2006; Helfrich et al., 2010; Helfrich et al., 2011). It was found that 
homeless individuals with symptoms of trauma experienced an overall reduction of 
trauma symptoms after participation in life skills intervention (Helfrich et al., 2010). In 
SHHP, the life skills intervention portion of SHHP is designed to help homeless clients 
re-learn basic communication, self-care, and safety skills through client-centered 
interventions in preparation for reintegration in the community. 
The life skills interventions for SHHP were chosen based on evidence that these 
life skills modules have shown statistical significance in similar programs and are 
consistent with the needs of homeless individuals who are preparing to transition to 
sheltered living (Helfrich et al., 2006; Helfrich et al., 2010; Helfrich et al., 2011). In 
previous attempts to provide life skills intervention to homeless individuals, learning 
from the “Room and Self Care” and “Safe Community Participation” modules 
demonstrated the most improvement and carryover when compared to food and money 
management modules (Helfrich & Fogg, 2007, p. 322; Helfrich et al., 2011). Students in 
the SHHP will utilize goal setting strategies and client occupational interviews to aid with 
tailoring life skills interventions to client needs. For the fourth and final life skills 
intervention of SHHP, students will prepare a client-centered life skills intervention using 
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the information obtained during the goal setting activity from the previous site visit. Life 
skills interventions that align with client interests and goals lead to more positive 
outcomes when working with homeless individuals (Brown & Bowen, 1998; Lindsey, 
2000; Schultz-Krohn et al., 2006). The details of the client-centered life skills 
intervention must be discussed with and approved by the paired faculty mentor prior to 
the final site visit to ensure feasibility and safety in the specific context. 
A literature review on the effectiveness of instructional methods for programs 
addressing cultural competence with healthcare students was completed to guide the 
teaching methods used in SHHP. Multimodal approaches of instruction were more 
effective than separate instructional methods (Prescott & Nobel, 2019; Sales et al., 2013). 
Student-Homeless Health Partnership utilizes multiple instructional methods to promote 
student learning and understanding of culturally responsive care. Specifically, methods of 
learning will include lectures, pre- and post-tests, community immersion, self-reflection, 
and debriefs. The five instructional methods have been shown to be effective with 
healthcare students when learning to provide quality care for culturally diverse clients 
(Griswold et al., 2007; Kamau-Small et al., 2015; Leslie et al., 2018; Meurer et al., 2011; 
Minick et al., 1998; Oosman et al., 2019; Prescott & Nobel, 2019; Schultz & Baker, 
2017; Sanchez et al., 2019; Stedman & Thomas, 2011; Teal et al., 2010). Also, the 
chosen methods of learning are consistent with the theoretical models, which guide and 
support the proposed program.  
The decision to have faculty supervise each site visit between students and SAFE 
Navigation Center participants was supported by evidence in literature. A study by Halle, 
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Kaloostian, and Stevens (2019) compared the outcomes of a student-reported knowledge, 
attitudes, and skills after participating in one of three interprofessional primary care 
programs. When comparing community immersion programs that emphasized more 
structured didactic information with observation supervised by faculty, observation only 
with faculty supervision, and unsupervised observations, they found that occupational 
therapy students experienced the most positive knowledge and attitude changes in the 
more structured and supervised program.  
Incorporation of Theory in Program 
 Three theories were identified to guide and support the key components of 
Student-Homeless Health Partnership. The theories include Situated Learning Theory 
(Lave & Wenger, 1991), Purnell Model for Cultural Competence (Purnell, 2019), and 
Campinha-Bacote’s Model (Campinha-Bacote, 2002). Several principles of each theory 
can be identified in the proposed program. See Table 1 for an overview of key course 
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Table 1 
Course Component Theory Base 
Effective education requires learning embedded in authentic 
context and activities. 
Situated 
Learning Theory 
Expert educators guide novices through phases of interacting, 




SHHP will be a collaborative construction of knowledge with the 
homeless participants viewed as experts of their community of 
practice. Students and faculty mentors will also collaborate during 
the program to create meaning and learning from the experience. 
Situated 
Learning Theory 
Assessment of perceptions of health practitioners largely influence 
a person’s healthcare practices.  
Purnell Model 
While increasing interactions with homeless adults, students’ 
cultural competence will transition along the spectrum of 
unconscious incompetent, conscious incompetent, conscious 
competence, and finally, unconscious competence. 
Purnell Model 
Cultural awareness behaviors, such as deliberate reflection, will 
allow students to explore their own cultural biases. 
Campinha-
Bacote Model 
Faculty mentors will prepare students with cultural knowledge prior 
to having cultural encounters.  
Campinha-
Bacote Model 
Cultural encounters are vital to developing cultural competence and 
help students develop confidence in their skills and form 
connections with real-world clients. 
Campinha-
Bacote Model 
Table 1. Course Components Influenced by Theory Base. 
Situated Learning Theory 
 Consistent with the Situated Learning Theory, Student-Homeless Health 
Partnership (SHHP) seeks to generate meaning through student participation with 
unsheltered individuals in a context where the individuals are experts of their own culture 
and where culture is valued. The proposed activities embedded in the program modules 
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promote engagement in authentic life activities, such as meal preparation and budgeting. 
According to the Situated Learning Theory, one key component to promote situated 
learning is the presence of expert educators to guide novices through interactions and 
reflections in the community of practice (Brown et al., 1989). In SHHP, chosen faculty 
mentors of the occupational therapy department are expert educators who have extensive 
experience working with the underserved homeless population in community health. 
These faculty mentors will prepare and hold lectures, supervise interactions during site 
visits, and facilitate small group debrief sessions to reflect on each site visit. Lastly, a 
highlight of the Situated Learning Theory is collaborative construction of knowledge. 
Along with the Situated Learning Theory, SHHP is also guided by a community-built 
model of service delivery, where the majority of the program content is based on 
occupational analysis of needs reported by SAFE Navigation Center clients and is a 
collaborative effort among all program participants instead of determined by an 
occupational therapist (Schultz-Krohn & Tyminski, 2018). The key construct of 
collaboration is a foundation of SHHP, as the learning experience is a collaboration 
among all participants of the program. 
Purnell Model for Cultural Competence 
One of the twelve cultural domains in the Purnell Model for Cultural Competence 
is “Healthcare Practitioners,” which emphasizes the importance of assessing client 
perceptions of healthcare practitioners while taking into account the gender, status, type 
of medicine, and age of practitioners (Purnell, 2019). A long-term outcome of SHHP is to 
have more positive encounters with healthcare providers. However, attainment of this 
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outcome is dependent on whether healthcare providers have positive perceptions of 
working with homeless individuals. The proposed program seeks to address the latter 
issue by increasing student understanding of the culture surrounding the homeless 
population and providing students with the opportunity to examine the unique lived 
experience of homeless individuals. SHHP learning modules will incorporate SAFE 
Navigation Center participants’ accounts of prior healthcare experiences. The module 
will include a discussion about existing perceptions, attitudes, and expectations they have 
about healthcare workers. The Purnell Model for Cultural Competence also examines a 
person’s cultural consciousness, which transitions along a spectrum of unconscious and 
conscious cultural competence (McNeil et al., 2005; Purnell, 2002; Purnell & Paulanka, 
1998; Xu et al., 2006). The foundation of SHHP modules is to promote student learning 
of culturally responsive care, which can be grossly measured by Purnell’s levels of 
cultural consciousness. 
Campinha-Bacote Model of Cultural Competence 
 SHHP key components align with all five constructs of the Campinha-Bacote 
Model of Cultural Competence. Cultural awareness is used as a theoretical basis for 
student reflection assignments and group debriefs after each site visit interaction with 
homeless individuals. Proposed modules will incorporate learning material to increase 
cultural knowledge specific to experiencing homelessness. Theoretical constructs of 
cultural knowledge will be embedded in lectures held by faculty mentors. Student 
cultural knowledge will also include the ability to examine their paired client’s health 
literacy and communicate effectively with the client using familiar jargon. Based on 
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literature review of educational interventions that applied the Campinha-Bacote Model of 
Cultural Competence, instruction is more effective when activities involving cultural 
knowledge precede activities involving cultural encounters. The construct of cultural 
encounters is the theoretical basis for site visits at the SAFE Navigation Center. Evidence 
suggests that the incorporation of cultural encounters increases student confidence in 
clinical and social skills. Site visits are also a way for students to connect didactic 
learning with real-world clients. 
Examples of Module Activities 
The specific module activities of Student-Homeless Health Partnership are 
included below with a detailed explanation of the discussion topics and life skills 
interventions between occupational therapy students and clients (See Table 2). 
Occupational therapy students will respond to the needs of homeless clients through 
assessment, treatment, advocacy, and outreach. On the fourth site visit, students will have 
the opportunity to develop a client-centered intervention based on the previous visit’s 
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Table 2 
Module Main Topic Site Visit Participant Discussion Life Skills Intervention 
1  Occupational 
Profile 
Explore client’s lived experience. 
 
Obtain client occupational profile 
including interests, values, 
occupations, routines, roles, 
environmental and social support, 
and barriers to occupational 
engagement (American 
Occupational Therapy Association, 
2014). 
Filling out housing or job 
application 
 
- Practice using the 
internet to locate a housing 
or job application 
 
- Practice completing a 
housing or job application 
 
- Documents required to 





Discuss client's previous 
experiences with the healthcare 
system and healthcare providers. 
 
Discuss the factors that influence 
the client’s perceptions of personal 
health and the healthcare system. 
 
Discuss the changes, if any, that 
would make the client more likely 




- Using public 
transportation 
 
- Home safety  
 
- Health protection 
 
- Physical safety and 
protection 
 
- Consumer and personal 
advocacy (Helfrich et al., 
2011)  
3 Goal-Setting  Collaborate with the client to 
identify priorities and areas of 
improvement. 
 
Collaboratively identify 3 short 
and long-term goals with goal-
setting structure. 
 
Identify strategies and techniques 
to meet the goal. 
Room management and 
Self-Care 
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Based on identified goals, develop 
a client-centered life skill 
intervention to address client 
goal(s) during the next site visit. 
- Neighborly etiquette 
(noise, privacy, greeting, 
cleanliness, etc.) 
 
- Electrical safety and 
kitchen appliance safety 
 
- Resuming basic activities 
of daily living (grooming 
and hygiene, meal prep)  
4 Community 
Resources 
Provide paper handout of 
community resources with 
addresses and phone numbers. 
 
Discuss housing, meal, health-
related, and transportation 
resources. 
* Client-centered life skill 
from previous goal setting 
activity. 
Table 2. Program Module Activities. 
 
Potential Barriers and Challenges  
 Despite the program’s theoretical and evidence base, there may be barriers to 
implementing the program and limitations to drawing conclusions of the program. Much 
of the program is dependent on the interactions between two vulnerable populations, and 
the risks of participation in SHHP for both student and homeless participants must be 
thoroughly considered. Occupational therapy students are considered a vulnerable 
population, because they may have decisional vulnerabilities, where they lack the 
capacity to make autonomous, prudent clinical decisions (Mrdjenovich, 2016). SAFE 
Navigation Center homeless clients are considered a vulnerable population, because they 
have situational vulnerabilities, where they are in positions of social difficulty and are at 
high-risk for adverse health-related outcomes (Brown et al., 2017). Since the program is 
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reliant on two vulnerable populations, the decision was made to make the program 
voluntary for all participants. Self-selection to participate may indicate a pre-existing 
interest in engaging in community health and different cultures for occupational therapy 
students. Also, students who have prior experience interacting with homeless individuals 
may skew the data or present as outliers during the program evaluation phase. Due to the 
transient nature of homelessness and variable timelines for community placement for 
clients at SAFE Navigation Centers, there is a high likelihood that paired homeless 
individuals will leave the SAFE Navigation Center and discontinue participation at any 
time. 
 Another limitation is the small sample size of students, SAFE Navigation Center 
homeless clients, and faculty mentors. The small sample size affects the proposed 
program’s statistical power and reliability. However, the multimodal methods of learning 
will yield useful quantitative and qualitative data to evaluate outcomes of the program.  
Lastly, the pre- and post-test surveys are developed by a committee of 
occupational therapy faculty, where no formal reliability or validity is established before 
administration. The pre- and post-test surveys will be used as a measurement for cultural 
knowledge, and it will also be used as an instrument to determine the test-retest 
correlation on the same group of students. After the pilot study survey results are 
obtained, the program coordinators can determine the test-retest correlation and establish 
formal reliability. 
Conclusion 
 The development and implementation of Student-Homeless Health Partnership 
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will require a collaboration of knowledge and meaning between participants at the SAFE 
Navigation Centers, occupational therapy faculty mentors and students, and other 
stakeholders. Details of the program have been presented in relation to the theoretical 
frameworks and literature review conducted on similar interventions that target culturally 
responsive care for underserved populations. Evidence supports the need for more 
culturally relevant education in occupational therapy programs. A review of current 
literature also supports the use of occupational therapy interventions to reduce the health 
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CHAPTER FOUR – Evaluation Plan 
Program Scenario and Stakeholders 
The intent of Student-Homeless Health Partnership is to provide future 
occupational therapists with the skills and knowledge needed to provide culturally 
responsive care for persons experiencing homelessness. An examination of the literature 
on the homeless population and healthcare points to barriers that result in discriminatory 
treatment and stigmatization in healthcare settings. There is a need for healthcare 
professionals to be more sensitive and welcoming in their responses to build trust with 
clients (Grenier et al., 2016; Wen et al., 2007). The long-term goal of Student-Homeless 
Health Partnership (SHHP) is to change the negative social beliefs and attitudes 
healthcare providers may have towards clients experiencing homelessness. 
The author’s program will take place at a SAFE Navigation Center in San 
Francisco. The SAFE Navigation Center Model is a residential program for adults 
experiencing homelessness. These centers differ from shelters because they do not accept 
walk-ins. The individuals or couples are “selected by the SF Homeless Outreach Team or 
a centralized referrals system as good candidates” (“Proposed Embarcadero SAFE,” 
2020). As the name suggests, Navigation Centers were developed to navigate homeless 
individuals into housing. 
For the pilot program of SHHP, the author plans to begin by gathering relevant 
demographic and qualitative information about the homeless target population at the 
SAFE Navigation Center, using focus groups of 8–10 people, prior to implementation of 
the Student-Homeless Health Partnership. During each focus group, the author will aim 
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to gather information about what specific qualities or behaviors of providers lead to 
building client-provider trust. This is essential to address the needs of homeless 
individuals in the SAFE Navigation Center while informing the design and content of the 
SHHP program. 
Years 1 and 2 of the Student-Homeless Health Partnership will consist of four in-
person, structured group visits at a SAFE Navigation Center and will take place within 
one academic school year. Small groups of 4–5 occupational therapy students from a 
local occupational therapy program will be paired with an individual currently residing at 
the SAFE Navigation Center. Topics of visits will range from developing an occupational 
profile to obtaining information about past interactions with medical staff. Prior to the 
first visit, each student will complete an online multiple-choice pretest to assess his or her 
knowledge about homelessness. Each student will repeat this measure approximately nine 
months later to measure the changes in cultural knowledge and bias. Faculty-led debriefs 
will take place with student groups after each visit to offer perspectives from an expert 
occupational therapist in the field. According to the Situated Learning Theory, having 
expert educators helps guide learners through phases of reflection on experiences and 
problem solve novel situations (Brown et al., 1989). Students will write a post-visit 
reflection about the experience of interacting with their paired individuals from the SAFE 
Navigation Center. Each reflection will consist of three questions that relate to the topic 
of the structured visits. The combined instructional methods included in SHHP will target 
student development of culturally responsive care and address all five core constructs of 
the Campinha-Bacote Model of Cultural Competence: cultural awareness, cultural 
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knowledge, cultural skill, cultural encounters, and cultural desire.  
The participating occupational therapy students and referred clients who currently 
reside at the SAFE Navigation Center will be directly served by SHHP. For the first two 
years, twenty to thirty occupational therapy students will be directly served by the 
program. In the long run, the U.S. healthcare system could benefit from this program if 
the intended goals are met. As a result of successful program outcomes, clients 
experiencing homelessness may demonstrate more health-seeking behaviors, such as 
managing their health conditions and reaching out to healthcare providers.  
Intended users of the program evaluation findings will include educational 
institutions that want to improve their curriculum about providing culturally responsive 
care for persons experiencing homelessness and other clients of diverse socioeconomic 
backgrounds. Faculty of educational institutions will directly serve in the program for the 
lecture, site visit, student reflection, and debrief components of instruction. Participating 
faculty mentors will be vital stakeholders to the program evaluation process. If the 
program evaluation meets the needs of the educational institution and curriculum for 
students, there will be a bigger buy-in from faculty participants. The Health Resources 
and Services Administration (HRSA) Bureau of Health Workforce is also a stakeholder 
whose mission, to support the quality of care provided by future health care 
professionals, aligns with SHHP goals. The board of directors at SAFE Navigation 
Centers in San Francisco will also be an intended user of the program evaluation, since 
the partnership with the Navigation Center and program continuity depends on the results 
of the program evaluation. State government officials will also be users of the program 
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evaluation, as there is an imperative need and a large interest for San Francisco 
policymakers to find solutions to end the homeless crisis. The Homeless Discharge 
Senate Bill (2018) became operative on July 1, 2019 and mandates that all California 
hospitals must develop a written plan for safely discharging homeless clients (Hospital 
Patient Discharge Process, S.B. 1152, Ca. 2018). Therefore, hospitals are reaching out to 
shelters and drug rehabilitation centers for temporary housing at client discharge. The 
results of SHHP’s program evaluation will bring SAFE Navigation Centers into the 
spotlight and will meet the goals of public officials to find a solution to end 
homelessness. 
Vision for the Program Evaluation 
The short-term, intermediate, and long-term outcomes will be determined in the 
program evaluation phase. Findings from program evaluation will be communicated with 
stakeholders and, in turn, stakeholders will provide formative feedback to address the key 
issues in the SHHP. Depending on the success of the pilot program outcomes during 
program evaluation, the author hopes to expand the SHHP model to other occupational 
therapy programs and SAFE Navigation Centers in California. Another long-term goal of 
SHHP program evaluation to promote the use of experiential learning for students in 
occupational therapy programs to gain cultural knowledge and skills with clients of 
diverse cultures. 
Simplified Logical Model for Use with Stakeholders 
The simplified logic model below is a snapshot of the expected program inputs, 
program outputs, short term, intermediate, and long-term outcomes of the proposed 
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program evaluation for Student-Homeless Health Partnership. Expected short-term 
outcomes for student participants include greater cultural knowledge about homelessness, 
enhanced sense of engagement, and increased level of confidence in cultural skills when 
interacting with homeless clients. The expected long-term outcome for student 
participants is more positive perceptions of working with persons experiencing 
homelessness. The expected short-term outcomes for participants experiencing 
homelessness are higher levels of trust in healthcare professionals and increased 
community health-seeking behaviors through active participation in SHHP. Intermediate 
outcomes will be assessed one month after the program’s closing session. One 
intermediate outcome is an increase in student perceived levels of preparedness to 
provide culturally responsive care for clients experiencing homelessness. An intermediate 
outcome for clients experiencing homelessness is a continued increase in levels of trust in 
healthcare professionals. Expected long-term outcomes for participants experiencing 
homelessness are reduced instances of discriminatory treatment and stigmatization of 
homelessness in health care settings, increased positive encounters receiving care from 
health care providers, and higher likelihood of seeking care. The short and long-term 
outcomes of program evaluation will determine whether SHHP is a sustainable program 
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Figure 4. Simplified Logic Model. This model depicts the expected program inputs and 
outputs, short term, intermediate, and long-term outcomes. 
Engagement of Stakeholders 
Stakeholders are the individuals and organizations that are invested in the results 
of the program. The most important stakeholders for SHHP program evaluation include 
faculty of educational institutions, outreach coordinator for the SAFE Navigation 
Centers, policymakers at the San Francisco Department of Homelessness, and 
representatives from the Health Resources and Services Administration Bureau of Health 
Workforce. During the engagement phase, the author plans to approach each stakeholder 
individually to determine what the stakeholder can contribute to the program and how the 
program evaluation can be used to benefit the stakeholder. The author will ask 
stakeholders questions to clarify goals, gain insight into their expectations for SHHP, and 
communicate about project updates in terms of funding and other program supports. The 
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engagement phase is an important time to gather data from the stakeholders and ensure 
that the program is cohesive and addresses all the intended components to achieve the 
stated program outcomes in Figure 4. 
Preliminary Exploration and Confirmatory Process 
The confirmatory process meeting will be a mandatory meeting with all 
stakeholders and will take place approximately six months after the program’s closing 
session. Prior to the confirmatory meeting with all program stakeholders, the author will 
email each stakeholder an agenda of the meeting and a report of the program evaluation 
findings. An email with SHHP’s simplified logic model will be sent to stakeholders so 
that they will have a shared understanding of the flow of the program and expectations 
for resources and intended results.  
At the meeting, the author will provide stakeholders with an explanation for the 
logistics of the program, including the evaluation methods used and the resulting program 
budget for the pilot program. During the confirmatory process meeting, the author will 
also moderate an open discussion with all stakeholders to discuss each stakeholder’s role, 
insights, concerns or barriers, the best course of action for the program. The confirmatory 
meeting will take place in person, since the key stakeholders will be in the San Francisco 
Bay Area. If a stakeholder cannot be present at the meeting, he or she can attend through 
the Zoom video conferencing system.   
Program Evaluation Questions by Stakeholder Group  
Each group of stakeholders will have expectations and evaluation questions for 
SHHP. In order to anticipate stakeholder expectations, the author has listed potential 
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evaluation questions based on the goals of each stakeholder group (See Table 3). Faculty 
of occupational therapy programs will focus on student learning outcomes, instructional 
methods used, and the content of SHHP. Administrators and case managers at the SAFE 
Navigation Centers may question the referral process, Navigation Center participant 
yield, and fit of implementing SHHP at SAFE Navigation Centers. Policymakers at the 
San Francisco Department of Homelessness and the Health Resources and Services 
Administration (HRSA) may be concerned about funding, public safety, and the effect 






Will this program be beneficial to student learning? 
 
What topics covered in the SHHP program aligned with the 
educational institution’s curriculum and which did not? 
 
Did students meet the desired goal of increased culturally responsive 
care when meeting with homeless individuals?  
 
Quantitative: 








What key issues or problems came up in the SHHP program that were 
not addressed? 
 
What topics for visits between students and homeless individuals were 
effective? Which topics were not useful? 
 
Does SHHP have the potential to extend to a learning model within the 
other SAFE Navigation Centers? 
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Was the selection and referral of homeless residents at the Navigation 
Center for SHHP adequate? 
 
Should SHHP continue to take place at the SAFE Navigation Center or 





Did the homeless participants of SHHP gain perceived trust in the 
group of healthcare students they were paired with? 
 
Based on the feedback of homeless participants, what percentage of 








Do the long-term goals and content of SHHP match the Department of 
Homelessness’ long-term goals? 
 
Did homeless participants provide positive feedback about the 
program experience? 
 
Does SHHP have the potential to become a long-term model within 




Do data from the program evaluation show increased client-provider 
trust? 
 
Do data from the program evaluation show greater knowledge seeking 
health care among the homeless participants? 
 
Are outcomes consistent with the theoretical justification and need for 
the program?  
Representatives 







Do the long-term goals and content of SHHP match the goals of 
HRSA? 
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of Health 
Workforce 
Is the content and delivery of the program for healthcare students 
consistent with how the HRSA Bureau of Health Workforce expects 




Do data from the program evaluation show the desired change in 
client-provider trust? 
 
Do data from the program evaluation show the desired change in 
cultural humility in students? 
 
Are outcomes consistent with the theoretical justification and need for 
the program?  
Table 3. Evaluation Questions of Stakeholders. 
 Stakeholder input is essential formative feedback to the integrity of SHHP. 
Feedback from stakeholders helps to highlight the key issues or problem areas of SHHP 
that need improvement.  
Research design 
The author’s proposed program evaluation will use both formative and summative 
designs to explore the themes that arise from student reflections and to determine causal 
attributions from the program. The formative evaluation methodology will utilize a 
debriefing focus group between each faculty advisor-student group and surveys with 
open-ended questions for students after each SHHP visit. The summative evaluation 
design will be quasi-experimental with one-group pre- and post- measurement of cultural 
knowledge about homelessness. The author will administer the 13-item Health Care 
Relationship (HCR) Trust Scale-Revised developed by Bova, Fennie, Watrous, 
Dieckhaus, and Williams (2012) to measure participant trust in healthcare providers at 
the beginning and end of the program. Evidence supports the use of the HCR Trust Scale 
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by diverse client populations to obtain quantitative measurements of client trust in 
healthcare professionals (Bova et al., 2006). The author will integrate both quantitative 
and qualitative information from a variety of sources and methods to attempt to answer 
the following research questions 1) Do program evaluation findings show an increase in 
student cultural knowledge over the course of SHHP? 2) What are common themes from 
student reflections? 3) Do client HCR Trust-Scale scores indicate increased trust in 
healthcare providers?   
Methods 
A committee of the participating occupational therapy faculty from a local 
occupational therapy program will be formed. Together with the SHHP program 
coordinator, the committee will decide how to best integrate SHHP into the occupational 
therapy program and present the program to occupational therapy students. Faculty 
mentors will be also responsible for selecting students to include in SHHP. The author 
anticipates that there will be between twenty and thirty students in total. The case 
manager at the SAFE Navigation Center will select and refer five or six clients from the 
case management caseload to the Student-Homeless Health Partnership program based on 
eligibility criteria described in “Methods to Recruit” in Chapter 3. To ensure 
confidentiality during the evaluation phase, each participant will be assigned a letter and 
number code as identification. For example, each participating resident of the Navigation 
Center will be lettered A, B, C, and so on. Students that are paired with resident A will 
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Formative or Process Research Data Gathering 
Qualitative information will be obtained through student reflections following 
each visit by means of the Survey Monkey online system. Each reflection will be elicited 
using three open-ended questions about the topic for each visit. Examples of questions 
are, “Please describe the traits or behaviors that were discussed when your SAFE 
Navigation partner experienced positive or negative encounters with healthcare providers 
in the past” and “How will you use what you learned today to change the way you treat 
an individual experiencing homelessness?” The author will then export the responses 
from Survey Monkey to NVivo and analyze the qualitative data by themes/categories 
there. 
The planned focus group with five or six clients who reside at the Navigation 
Center prior to the start of the program will determine the relevant demographic and 
qualitative information about the target population at the SAFE Navigation Center. The 
aim will be to gather information about the specific qualities or behaviors that providers 
are expected to exhibit when working with this population that will build client-provider 
trust. This is essential to address the needs of homeless individuals in the SAFE 
Navigation Center while informing the design and content of the SHHP program. This 
focus group will be audio-recorded so that the discussion can be coded for common 
themes later on. 
Formative or Process Data Management and Analysis 
The focus group voice recording will be transcribed so that the text can be coded 
for common themes about client-provider relationships as well as shared health 
 
 
  62 
experiences of homeless individuals. The author will use the NVivo software to analyze 
the qualitative responses written by students in response to the post-visit reflection 
questions on Survey Monkey. Following Braun and Clarke’s (2006) 6-step framework of 
thematic analysis, the lead program evaluator and student research intern will become 
familiar with the student reflection data and write notes and impressions of the data. 
Then, codes will be generated to form small chunks of meaning. Based on the codes, the 
lead program evaluator and research intern will then identify broader themes that appear 
to be shared among SHHP student participants. The next step of thematic analysis is 
reviewing the themes and checking whether the data consistently supports the themes. 
Next, the themes will be defined to “identify the ‘essence’” of the theme (Braun & 
Clarke, 2006, p. 92). The last step is the write-up of the thematic analysis. Qualitative 
data from student reflections will be confirmed by checking with the student’s assigned 
faculty advisor, who will have gained further insight to the student’s reflection 
assignment during the faculty-student group debrief. 
Summative or Outcome Research Variables and Measurement  
As mentioned in the previous chapter, student participants will complete a pre- 
and post-test at the start and end of the program to measure changes in cultural 
knowledge about homelessness and levels of perceived confidence with cultural skills. 
Some survey questions will include information and statistics related to homelessness to 
measure change in knowledge. Every question will weigh one point, and the points will 
be added to calculate each student’s pre- and post-test scores. The dependent variable 
addressed by this test is knowledge about homelessness. The independent variable is the 
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education intervention, which consists of testing, lectures, site visits, self-reflection 
assignments, and faculty-led debriefs. The expected outcome is a higher score on the 
post-test after the program, which will indicate increased cultural knowledge about 
homelessness and increased perceived confidence in cultural skills when interacting with 
homeless individuals. 
The author will also administer the 13-item HCR Trust Scale-Revised to measure 
trust in healthcare providers in the participants experiencing homelessness at the 
beginning and end of the program. According to Bova, Route, Fennie, Ettinger, 
Manchester, and Weinstein (2012), the HCR Trust Scale-Revised can be used to measure 
client-provider trust in adult primary care populations. The HCR Trust-Scale Revised 
uses a 0-to-4 Likert Scale rating of self-perception. However, additional research is 
needed to determine validity, reliability, and whether HCR Trust Scale-Revised can be 
used as a predictor or mediator of key health behaviors, such as decision-making, coping, 
and making lifestyle changes (Bova et al., 2012). The dependent variable being measured 
is client-provider trust, and the independent variable is the program intervention. The 
intended outcome is a higher score on the HCR Trust Scale-Revised at the end of the 
program, which would indicate more client-provider trust. 
Summative or Outcome Data Management and Analysis  
Summative data collection will occur using the online survey tool Survey Monkey 
to assess each student’s cultural knowledge about homelessness before and after the 
program. Once the submission is received, the pre-test will be scored, but the score will 
not be revealed to the test-taker. This is designed to prevent the student from knowing 
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which answers are correct. The data will be saved, scored, and entered into an excel sheet 
according to the student’s identification letter and number. The excel sheet will be stored 
on a designated computer linked to a secure cloud system for backup and encrypted with 
a passcode. The author will seek trends in the collected data to determine whether 
intended outcomes were met. The HCR Trust Scale-Revised is a Likert scale used to 
evaluate the client-provider trust of individuals over time. Similarly, each participant’s 
score will be saved in an excel sheet according to the participant’s identification code. 
Depending on the participant yield, the author will obtain quantitative data with 
Statistical Package for the Social Sciences (SPSS) software to analyze pre- and post-test 
measures through repeated measures ANOVA with the same, small sample size of twenty 
to thirty students. The ANOVA will determine whether student learning has occurred 
over the course of SHHP.  
Disseminating the Findings of Program Evaluation 
Findings of the SHHP program evaluation will be communicated to key 
stakeholders, including faculty of local occupational therapy programs, SAFE Navigation 
Centers in the Bay Area, the Health Resources and Services Administration (HRSA) 
Bureau of Health Workforce, and the San Francisco Department of Homelessness and 
Supportive Housing. If the program evaluation results in successful outcomes, the author 
will disseminate the findings to stakeholders to support expansion of the SHHP model 
and to secure funding for future program implementation. Successful program outcomes 
will indicate the effectiveness in teaching culturally responsive care to future 
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occupational therapists, who are likely to treat clients with increasingly diverse cultures 
and backgrounds. 
To capture the attention of faculty members of health education institutions, the 
author plans to summarize the characteristics of the program and the key findings of the 
research through a two-page research executive summary. Since faculty are involved in 
the SHHP program, it is important to disseminate findings that are relevant to the 
institution’s mission and curriculum needs. The author’s long-term goal is to expand the 
model of SHHP to all SAFE Navigation Centers in operation in the Bay Area and in 
development outside of California. The author will disseminate findings to outreach 
coordinators at the centers through several communication formats—a one-page topic 
outline paired with an oral presentation and brochures. The topic outline will present the 
key findings from the program evaluation and the benefits of SHHP for participants 
residing in Navigation Centers. The brochures will provide pictures and inspiring or 
informative quotes of participants from the pilot SHHP program. The author will 
disseminate findings to the HRSA Bureau of Health Workforce and the San Francisco 
Department of Homelessness with a two-paragraph summary of the methodology, 
findings, and solutions proposed through SHHP. Since both group stakeholders are policy 
makers, it is important to focus on the positive implications of SHHP with respect to 
increased cultural humility among healthcare providers, which in turn results in higher 
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CHAPTER FIVE – Funding Plan 
 The expenses to prepare, implement, and disseminate Student-Homeless Health 
Partnership (SHHP) will require funding from outside sources. This chapter will first 
introduce an overview of the project’s funding needs and proposed budget. Second, the 
chapter will outline the in-kind sources by local organizations, friends, and colleagues 
that will support SHHP. Third, the chapter will review the budget with the proposed 
revenue and costs of the first and second year of implementation. Finally, the chapter will 
present a list of potential funding sources to be considered for the project.  
Program Overview 
  SHHP is a community-based program that utilizes multimodal approaches of 
instruction with occupational therapy students to provide culturally responsive life skills 
interventions for homeless individuals. The short-term outcomes of the program for 
student participants are to promote student cultural humility, increase student cultural 
knowledge and skills, and enhance engagement between occupational therapy students 
and homeless individuals. A short-term outcome for participants experiencing 
homelessness is to develop practical independent life skills in preparation for long-term 
placement in the community.  
The costs to run the SHHP will include supplies, software, and support personnel 
for each phase of project. The implementation budget will consist of staffing time and 
salary, instructional material supplies, material supplies for life skills interventions, and 
phone, computer, and internet services. The dissemination budget will consist of 
purchases for marketing supplies, attendance to networking events, and maintenance of a 
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web domain. The program evaluation budget will consist of software expenses to analyze 
the data collected during the implementation phase. 
Local Resources 
The author of SHHP is an occupational therapist consultant at the Institute of 
Aging Community Living Fund, which is funded by the City and County of San 
Francisco. Personal connections to personnel working for other community-based 
programs, such as Home Safe and Catholic Charities will be a resource for marketing the 
program. The site visit portion of SHHP will take place at a SAFE Navigation Center in 
the community, which is funded by a mix of local and state funding sources (City and 
County of San Francisco, 2019). The facility has access to a multipurpose room that will 
serve as a meeting place for the site visits with all program participants. The case 
manager will serve as on-site support for Navigation Center participants. Occupational 
therapy (OT) faculty will have connections to occupational therapy students at local 
universities, such as Samuel Merritt University, San Jose State University, and 
Dominican University. Faculty educators will decide the method of recruitment for OT 
student participants in SHHP. The logo used for marketing handouts and posters will be 
designed by a friend who is a professional graphic designer. Local resources will cover 
facility cost, OT student participants, Navigation Center clients, networking, and program 
branding. 
Need Resources: Implementation Budget 
The budget to implement SHHP for the first two years will consist of personnel, 
material supplies for instruction and life skills interventions, communication and travel, 
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and essential online systems. The first year of implementation will rely solely on grants. 
For the second year, revenue will consist of donations through crowdfunding platforms to 
reach SHHP supporters and new networks of people. Crowdfunding campaigns will raise 
money for the program while increasing visibility of the SHHP model for other 
occupational therapy programs. Fundraising through an online crowdfunding platform 
will also raise awareness of the need for more culturally responsive education for all 
health care professions. 
 Personnel for the program implementation phase will include one occupational 
therapy lecturer who is considered an expert with working in the community health 
setting with individuals experiencing homelessness. The lecturer will be compensated 
$80 per lecture for four 45-minute lectures. For the first year of implementation, the 
lecturer will be compensated an additional $45 per lecture for creating the course content, 
which will be saved as a PowerPoint presentation. For the subsequent years, the lecturer 
will be compensated an additional $10 per lecture to make revisions to the original course 
content. Faculty members will be compensated hourly based on the total estimated 
number of hours they will dedicate to the program. Depending on the method of 
recruitment of student participants from the occupational therapy (OT) program, the 
projected cost for faculty mentors may be lower. For example, if SHHP is embedded as 
an activity in a course, the faculty member teaching the course might already be 
compensated by the department. There is a possibility faculty mentors will volunteer 
hours as well. Last of all, the program will need a program coordinator to organize, 
schedule, set-up, and supervise all program activities, including a program orientation 
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and closing session. The program coordinator will be compensated at $40/hour for an 
estimated 80 hours.  
 Materials for the implementation phase include a designated laptop for data 
collection, attendance for Zoom lectures and debriefs, and development of surveys, 
including the pre- and post-test and self-reflection assignments. In order to successfully 
implement all planned program activities, the program coordinator will need unlimited 
access to the following online systems: Survey Monkey, Microsoft Suite, and Zoom 
online system. Other expenses for program implementation consist of program 
coordinator travel expenses to site visits, communication expenses, and materials for 
students to conduct more realistic life skills interventions. Each student group will be 
allocated $30 to purchase materials and supplies needed for the client-centered life skill 
intervention that will take place during the fourth and final site visit. Examples of 
communication expenses include faxes, postage for mailings, and a purchase of a 
communication device as needed. Table 4 provides the implementation budget. 
Table 4 




Lecturer (1) Occupational therapist who is 
considered an expert with 
teaching cultural knowledge 
and skills related to caring for 
homeless clients in the 
community health setting 
$500 
($80 per lecture for 
four 45-min lectures, 
including $45 per 
lecture for creation of 
course content)  
$320  
($80 per lecture 
for four 45-min 
lectures, 
including $10 
per lecture for 
revisions to 
course content) 
Faculty Mentors  
(4–6) 
Supervise student participants 
during site visits at Navigation 
Center, review student self-
$3,600–$5,400 
($900 per faculty 
mentor at $50/hour for 
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reflections, facilitate post-visit 
debriefs 
- 4 site visits=8 hrs. 
- 4 debriefs = 4 hrs. 
- Student self-
reflections= 6 hrs.  
Total time=18 hrs. 
Program 
Coordinator (1) 
Organize and set up program 
activities, orientation and 
closing sessions. Serve as 
primary contact for 
Navigation Center case 
manager, instructor, and 
faculty mentors.  
$3,200 






Used to create instructional 
content for students, access 
Survey Monkey software, 
conduct Zoom lectures, send 
and receive student self-
reflections 
$800 $0 
Survey Monkey Used for student pre- and 








Used for pre-visit lectures and 
faculty-led debriefs 
$135 for 9 months 
($14.99/month for up 
to 9 hosts) 
$135 
Facilities Multipurpose room at SAFE 
Navigation Center will be 
used for site visits  
$0 $0 
Microsoft Suite Used to produce handouts on 
Word, create PowerPoint 
presentations, and track 







Used to purchase material and 
supplies needed for Life Skills 
interventions 
$120–$180 
($30 per student-client 
group for 4–6 groups) 
$120–$180 
Communication Covers communication 
devices, faxes, postage for 
mailings, phone calls  
$100 $100 
Travel Reimburse program 
coordinator for site visits 









  71 
Need Resources: Program Evaluation Budget 
 
The program evaluation budget will consist of costs for materials to store data, 
software to analyze data, and personnel to analyze data collected during the 
implementation phase. The lead program evaluator will be responsible for overseeing the 
process of program evaluation and management of the student research intern. The 
program evaluation is set to be completed in six weeks. To ensure accurate findings and 
outcomes of SHHP, the primary author will volunteer additional time towards program 
evaluation during the first year as needed. An external hard drive will be used to backup 
all data from the designated laptop daily. The cost of data analysis tools, such as 
Statistical Package for the Social Sciences (SPSS) for descriptive statistics and NVivo to 
code qualitative data, are included in the program evaluation budget. Table 5 provides the 
program evaluation budget.  
Table 5 
 
Item Description Year 1  
Projected Cost 




Used to store and backup data $60 $0 
SPSS Used to analyze and measure 
outcomes 
Free trial per 
computer per year 
$297 for 3 
months 
($99/month) 
NVivo Used to analyze qualitative 
data from Survey Monkey 





Analyze data on Survey 
Monkey and NVivo, share 
findings of program evaluation 
with stakeholders 
$2,250  
(15 hours/week for 






Assist lead program evaluator 
with data analysis 
$900 
(15 hours/week for 










Used to measure levels of trust 
with health care relationships 





Table 5. Program Evaluation Budget. 
Budget for Total Program Cost 
The total costs include expenses required for program implementation, evaluation, 
and dissemination. The dissemination budget will be discussed and outlined in more 
detail in Chapter 6. Table 6 provides the total budget for Student-Homeless Health 
Partnership.  
Table 6 
Item Year 1 Year 2 
Lecturer (1) $500 $320 
Faculty Mentors (4–6) $3,600–$5,400 $3,600–$5,400 
Program Coordinator (1) $3,200 $3,200 
Laptop or Computer with webcam $800 $0 
Survey Monkey $336 $336 
Zoom online system $135 $135 
Facilities $0 $0 
Microsoft Suite $70 $70 
Intervention Materials and Supplies $120–$180 $120–$180 
Communication $100 $100 
Travel $100 $100 
External Hard Drive $60 $0 
SPSS $0 $297 
NVivo $849 $0 
Lead Program Evaluator $2,250  $2,250  
Student Research Intern (1) $900 $900 
Health Care Relationship (HCR) Trust Scale $0 $0 
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Potential Funding Sources 
 Funding for Years 1 and 2 of SHHP will be covered by grants, local resources, 
and philanthropy. Potential local funding sources will be contacted by word-of-mouth, 
mailings, and e-mail correspondence. The funds for implementation, dissemination, and 
program evaluation will be obtained through private grants and government grants on the 
local and national level. The primary author is employed by Institute on Aging and will 
seek to connect with the local professional organizations listed in Table 7 through work 
colleagues. Table 7 includes all potential funding sources, including grants that fund 
doctoral dissertations and programs that provide beneficial services to individuals 
experiencing homelessness. For Year 1, crowdfunding through Crowdrise will be an 
additional stream of revenue and means of disseminating findings from the SHHP pilot 













- Supports research focused on implementing 
evidence-informed theory for occupational 
therapists in the practice setting (AOTF, 
2020). 
- Awards up to $50,000 for one year for 
smaller projects 







- Scholarship is focused on novel models and 
approaches that address social justice, human 
volition, and extending occupational therapy 
theory to practice (AOTF, 2020). 






- San Francisco organization that assists 
grantees with financial planning, 
management of programs, and networking 
with partnered funders. 
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- Has connected organizations that provide 
wellness services for individuals facing 
homelessness with funders (Tipping Point 
Community, 2020) 
- Awards new grantees with renewable, 
annual grants from $75,000–$250,000 
(Public Equity Group, 2014). 










- Individual grants are given to strengthen 
and expand treatment services for people 
experiencing homelessness (SAMHSA, 
2017). 
- Grants are awarded up to $400,000 per year 






Private Industry - Supports Sargent students and postdoctoral 
fellows with ongoing research for project 
proposal. 
- Awards up to $2,500 and a minimum match 
of $2,500 from the fellow’s mentor (BU 
Sargent College, 2020). 
Dudley Allen Sargent 
Research Fund 
Private Industry - Provides financial support for research of 
post-professional doctoral students at Boston 
University (BU Sargent College, 2020). 
- Awards up to $5,000 
Table 7. Potential Funding Sources. 
Conclusion 
 
 SHHP is dependent on funding sources to implement the program, complete 
program evaluation, and disseminate marketing and findings. The program’s two-year 
budget will mainly consist of personnel salary, material supplies for interventions and 
marketing, communication and travel, and essential online systems to carry out program 
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CHAPTER SIX – Dissemination Plan 
Introduction 
 The dissemination plan described in this chapter is to distribute the findings of the 
Student-Homeless Health Partnership (SHHP), a program focused on providing 
occupational therapy students with the tools they need to provide more culturally 
responsive, effective care for homeless adults. The program will take place at a SAFE 
Navigation Center in San Francisco, and the three main consumers of the program will be 
occupational therapy students, faculty mentors, and clients experiencing homelessness. 
See Chapter 3 for a detailed program description. The objectives of the dissemination 
plan are to communicate the positive outcomes from program evaluation, to maintain 
collaborative partnerships with program decision makers, and to promote the expansion 
of the SHHP model in the community.  
Dissemination Goals 
 The goals for the dissemination plan are organized by short- and long-term goals. 
Program consumers refer to the occupational therapy students and the clients 
experiencing homelessness that will use and benefit directly from Student-Homeless 
Health Partnership (SHHP). Decision makers refer to the stakeholders that shape the 
program, such as faculty of occupational therapy programs. 
• Short-term goal: The program results will inform SAFE Navigation Center and 
occupational therapy program decision makers about the teaching strategies, 
logistics, and costs required to implement the SHHP model in similar settings.  
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• Short-term goal: The program results will inform consumers about the impact of 
providing culturally responsive and occupation-based care for individuals 
experiencing homelessness in the community. 
• Short-term goal: The program results will contribute evidence to support the use 
of occupation-based life skills interventions for homeless individuals who will 
transition to housing placement in the community. 
• Long-term goal: In five years, the SHHP model will be implemented as a standard 
referral service each academic year in housing navigation centers and 
occupational therapy programs across the Bay Area.  
Primary Target Audience 
 The primary target audience for dissemination is faculty at occupational therapy 
programs, because they are considered decision makers and consumers of the Student-
Homeless Health Partnership. Dissemination will target occupational therapy faculty 
members who have practiced in community health for recruitment of student and faculty 
mentors for SHHP and to support the implementation of SHHP in occupational therapy 
programs. The goal of dissemination to faculty is to inform them of how their 
occupational therapy program’s educational goals were addressed and what can be done 
in the future to improve student learning outcomes. 
Key Messages 
1. Through participation with Student-Homeless Health Partnership (SHHP), 
students will develop a client-centered, occupation-based approach to caring for 
individuals experiencing homelessness. Furthermore, students will have the 
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opportunity to engage and develop the cultural knowledge and skills needed to 
provide culturally responsive care for persons who are homeless. 
2. Although occupational therapists recognize their role with marginalized groups, 
Lauckner et al. (2006) found that occupational therapists often feel unprepared to 
fulfill the role of providing for persons experiencing homelessness out in the field. 
SHHP addresses the need for culturally responsive education for occupational 
therapy students with an experiential learning approach guided by expert faculty 
mentor supervision. As a result of participating in SHHP, students will 
demonstrate higher levels of perceived confidence with cultural skills.  
3. The integration of Student-Homeless Health Partnership will highlight 
occupational therapy’s distinct value in community health programs. The San 
Francisco Department of Homelessness and Supportive Housing will be aware of 
the profession of occupational therapy and the role of the profession in enabling 
client participation with self-care, productivity, and leisure tasks. 
Primary Influential Spokespeople 
1. The author of SHHP will share the evidence, theory, and program evaluation 
findings to that support the program. 
2. Past student participants of Student-Homeless Health Partnership will share their 
testimonials and what they have learned or applied from the program. 
3. Past faculty mentors of SHHP will share their experience participating as an 
educator and facilitator of student learning. Faculty mentor will speak about the 
learning outcomes of the program. 
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Primary Activities 
Dissemination to faculty at occupational therapy programs is priority. The 
activities chosen to disseminate program evaluation findings include written, electronic, 
and person-to-person methods.  
Written. Written materials will include emails drafted and sent to faculty of 
occupational therapy programs, especially target faculty involved in community health 
for marginalized groups and those who emphasize teaching culturally responsive care. 
Handouts will be a one-page, two-sided fact sheet of SHHP. Handouts will provide an 
overview of the problem, how the program addresses the problem, an overview of the 
SHHP model, and program evaluation findings. Handouts will be given to occupational 
therapy faculty, practitioners, and student representatives at the Annual Occupational 
Therapy Association of California (OTAC) Expo. The cost to print out black and white 
handouts will be $40 for 200 copies (FedEx, 2020). A poster will be displayed and 
presented at the OTAC Expo, pending approval for proposal submission by the California 
Board of Occupational Therapy (CBOT). Fifty dollars is budgeted for the cost of printing 
a full colored reusable poster. A friend who is a professional graphic designer will help 
design the program logo for handouts and posters at no cost. Lastly, the program 
coordinator will submit an article to the trade journal OT Practice to describe the role of 
occupational therapy and providing culturally responsive care for homeless individuals 
through SHHP.  
Electronic. Crowdfunding will be used to raise money for the program while also 
disseminating program evaluation findings. Crowdrise is a cost-free platform that will be 
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used to increase visibility of the SHHP model. A promotional video will be broadcasted 
on the Crowdrise webpage. The promotional video will be directed with in-kind 
resources from a friend who is a professional videographer. The video will include 
testimonials from past SHHP participants, including at least one student and one 
Navigation Center client with informed consent to share the video. The 2–3-minute video 
will be disseminated through email, LinkedIn, and the crowdfunding website. Lastly, the 
dissemination plan will include connecting with faculty of occupational therapy programs 
on LinkedIn. Through LinkedIn, the program coordinator will share the program fact 
sheet, video, and contact information to discuss the program with potential participating 
occupational therapy programs. 
Person-to-Person. The primary person-to-person method of dissemination will 
include individual or small-group discussions of SHHP with faculty of occupational 
therapy programs. Handouts will be given to faculty to provide an overview of program 
and the evidence that supports the need for a program like SHHP. The program 
coordinator will also attend the Annual Occupational Therapy Association of California 
(OTAC) Expo to disseminate program findings with occupational therapy faculty, 
practitioners, and student representatives. Three-day registration for OTAC is $409 for 
CBOT members. Travel costs associated with person-to-person methods of dissemination 
are budgeted in Table 6-1. 
The dissemination activities will be individualized to appeal to the expertise of 
target faculty members and the goals of the occupational therapy programs. Using a mix 
of written, electronic, and person-to-person activities will cast a wider net to disseminate 
 
 
  80 
SHHP findings in the occupational therapy community. 
Secondary Target Audience 
 The secondary target audience for dissemination are SAFE Navigation Center 
administrators. Since the program is based on a partnership between occupational therapy 
students and adults experiencing homelessness, all program evaluation findings need to 
be disseminated to SAFE Navigation Center administration to maintain the integrity of 
the partnership. The goal of dissemination to the administrators is to inform them of the 
successful program evaluation outcomes for the Navigation Center clients and how they 
meet the goals of the Navigation Center. 
Key Messages 
1. Student-Homeless Health Partnership creates positive encounters for clients at the 
Navigation Center through client-centered, occupation-based life skills 
interventions that fall within the self-care domain. The program focuses on 
developing health seeking behaviors and connecting clients with other community 
services and resources that can offer meaningful occupational opportunities. As a 
result of participating in SHHP, clients experiencing homelessness have 
demonstrated more health-seeking behaviors and higher levels of trust in 
healthcare providers. 
2. Life skills interventions are critical for preparing individuals for re-entry and 
housing placement in the community. Evidence suggests that life skills training 
also prevents recidivism into homelessness and helps individuals develop the 
skills to maintain residential stability (Helfrich et al., 2006; Helfrich et al., 2010; 
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Helfrich et al., 2011). Occupational therapists are equipped to implement life 
skills interventions for persons experiencing homelessness in the community 
setting. 
Secondary Influential Spokespeople 
1. The author of SHHP will share the evidence, theory, and program evaluation 
findings to that support the program. 
2. Past SAFE Navigation Center participants who may or may not be housed in the 
community will share their personal stories and experiences in SHHP.  
Secondary Activities 
Written. Like primary dissemination activities, secondary dissemination 
activities will include the use of emails, handouts, and posters to target Navigation Center 
administrators and case managers. Emails will be drafted and sent to administrators and 
case managers. Content of emails will include the client referral process and successful 
outcomes of the program for past Navigation Center participants. Handouts will be a one-
page, two-sided fact sheet of SHHP. Handouts will provide an overview of the problem, 
how the program addresses the problem, an overview of the SHHP model, and program 
evaluation findings. The cost to print out black and white handouts will be $40 for 200 
copies (FedEx, 2020). A poster geared towards the secondary target audience will be 
presented at in-person meetings. The poster will consist of the evidence-based literature 
that reveals the gaps in learning about self-care life skills for individuals experiencing 
homelessness and evidence that supports the need for a community health, occupation-
based program like SHHP. A friend who is a professional graphic designer will help 
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design the program logo for handouts and posters at no cost. 
Electronic. A promotional video will be broadcasted on the Crowdrise webpage. 
The promotional video will be directed with in-kind resources from a friend who is a 
professional videographer. The video will include testimonials from past SHHP 
participants, including at least one student and one Navigation Center client with 
informed consent to share the video. The video will be promoted at in-person meetings, 
through email communication, and on the crowdfunding Crowdrise webpage. 
Person-to-Person. The dissemination plan will include individual or small-group 
discussions of SHHP with Navigation Center administrators and case managers. These 
meetings will be scheduled beforehand via email or telephone call. Handouts will be 
given to meeting participants to provide an overview of program and the evidence that 




To ensure continuous funding and support for the SHHP, a dissemination plan 
was developed to share program evaluation findings of the program. The dissemination 
budget will consist of purchases for marketing supplies, registration to attend local 
networking events, and travel. Expenses for marketing dissemination include posters and 
handouts for all program stakeholders. The budget also includes registration fee to 
present about SHHP at the annual state-wide Occupational Therapy Association of 
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Table 8 
 
Item Description Year 1  
Projected Cost 





Disseminate research about 
expected outcomes of SHHP and 
program evaluation findings to 




Disseminate research about 
expected outcomes of SHHP and 
program evaluation findings for 
funding and program support  
$50 for 2 posters 







Used to raise money for the 
program while increasing visibility 
of the SHHP model for other OT 







Used to inform case managers 
about benefits of SHHP and 
eligible participants for referral to 
SHHP 






$40 for 200 
copies 
Handouts Used to share the SHHP model and 
program details with attendees at 
conferences and Navigation Center 
case managers and administrators 








Present as a conference presenter $409 for 3-day 
attendance 
registration 
$409 for 3-day 
attendance 
registration 
Travel Costs Includes travel to OTAC Expo and 
meetings with stakeholders for 
dissemination purposes 
$287.50 to travel 
up to 500 miles 
 
Based on 2020 
standard mileage 
rate of 57.5 cents 
per mile (IRS, 
2019). 
$287.50 to 
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Evaluation 
 Evaluation of dissemination activities will be measured by the criteria in Table 9. 
The core metrics for evaluation are determined by the respective dissemination activities.  
Table 9 
Primary Audience: Occupational Therapy Faculty 
Dissemination Activity Core Metric(s) 
Emails Number of emails sent  
Number of interested responses 
Handouts Number of handouts distributed 
Number of interested referrals 
Poster Number of conference attendees  
OT Practice Number of inquiries from OT practitioners and faculty 
Crowdrise crowdfunding Number of funders on Crowdrise crowdfunding website 
Promotional video with 
testimonials 
Number of views of promotional video 
LinkedIn Number of inquiries about participating in SHHP 
Individual and small group 
meetings with faculty of OT 
programs 
Number of occupational therapy programs that have 
adopted and participated in SHHP 
Number of invitations to speak about SHHP at 
occupational therapy programs or other organizational 
programs. 
Occupational Therapy 
Association of California 
(OTAC) Expo 
Number of inquiries about SHHP following OTAC Expo 
Number of inquiries to present at future occupational 
therapy National or State conferences 
Secondary Audience: Navigation Center Administrators and Case Managers 
Dissemination Activity Core Metric(s) 
Emails Number of emails sent  
Number of interested responses 
Handouts Number of handouts distributed 
Number of interested referrals 
Poster Number of attendees for in-person meetings 
Promotional video with 
testimonials 
Number of views of promotional video 
Crowdrise crowdfunding Number of funders on Crowdrise crowdfunding website 
Individual and small group 
meetings with Navigation 
Center administrators and 
case managers 
The number of Navigation Centers that have adopted and 
participated in SHHP. 
 
Table 9. Core Metrics for Dissemination Activities. 
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Conclusion 
 
 The goal of the dissemination plan is to provide evidence to occupational therapy 
faculty and Navigation Center administrators regarding the feasibility and successful 
outcomes of SHHP. The dissemination plan is a critical portion of the project, as program 
evaluation results will reach target audiences and lend credibility to the program. With 
more widespread support of SHHP, the goal is to see an increase in adoption of the 
SHHP by occupational therapy programs and Navigation Centers. Through dissemination 
efforts, occupational therapy will also receive more referrals and a more prominent role 
in the community to serve persons experiencing homelessness. 
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CHAPTER SEVEN – Conclusion 
The implementation of Student-Homeless Health Partnership (SHHP) will have 
important implications to both occupational therapy education and practice about 
culturally responsive care for adults experiencing homelessness. SHHP will emphasize 
occupational therapy’s distinct value in providing occupation-based, client-centered care 
for homeless individuals in community health programs. Dissemination of the program is 
critical to educate related services about the role of occupational therapy in enabling self-
care through health maintenance, home management, skill attainment. Since there are no 
existing occupational therapy-based programs that target homeless adults in San 
Francisco, SHHP will have a large impact on how the public views the effectiveness of 
occupational therapy for adults experiencing homelessness.  
SHHP will contribute to occupational therapy education about providing 
culturally responsive care. Program evaluation findings will identify areas of 
improvement in occupational therapy curricula and prepare occupational therapy students 
to treat more culturally diverse clients. SHHP will also inform occupational therapy 
faculty of how students approach and learn about culturally responsive care with 
homeless individuals. Occupational therapy faculty will also gain insight into the 
effectiveness of using multimodal instructional methods, such as self-reflection, group 
debriefs, and experiential learning. Looking forward, the cultural knowledge and positive 
impact SHHP will have on occupational therapy students will translate to their practice 








Appendix A: Evidence to Support the Problem 
Search Question 1: Is there evidence that homeless adults experience discrimination in healthcare settings? 
 
Author and Year 
of Publication 
Type of Report Key Findings 
Daiski (2007). Qualitative, individual 
semi-structured interviews 
with homeless adults 
(N=24) 
• The stigma and insecurity connected with homelessness are universally 
felt in healthcare settings. 
• The current attitudes of healthcare providers towards homeless 
individuals further perpetuates social disparities, which increases health 
problems and costs for healthcare. 
• Healthcare workers must first change their attitudes towards the 
homeless, establish connections, and help homeless individuals regain 
self-esteem. 
Martins (2008). Phenomenological 
research, individual 
interviews with homeless 
adults (N=15) 
• One of the major themes that emerged was encountering barriers to 
health care. This included experiences of social triage, feeling labeled 
and stigmatized, not having a system for health care for the homeless, 
and being treated with disrespect. 
• Many participants felt that their healthcare provider did not trust them. 
Often healthcare providers viewed homeless people as misusing the 
system. As a result, homeless clients felt unnoticed and ignored in the 
healthcare system.  
Minick, Kee, 
Borkat, Cain, & 
Hermeneutic 
phenomenology, 
• Nurses expressed enduring negative perceptions of homelessness in the 









interviews with nurses and 
nursing students (N=15) 
• Participants described instances of homeless clients being 
unappreciative, which reinforced negative beliefs. 
• Nurses discussed the importance of listening to homeless individuals and 




individual interviews with 
homeless adults (N=9)  
• Homeless adults expressed disappointment with how they were treated 
in healthcare settings. They felt judged by their appearance and their 
past. 
• Participants felt that healthcare providers lacked compassion and 
patience. 
• Participants described a lifestyle with unfulfilled physical needs, 
unaffordable and unavailable health care, and perceptions of 
uncompassionate care. 
Rae & Rees 
(2015). 
Interviews with homeless 
adults (N=14) 
• Participants spoke of poor communication with health providers.  
• Past negative healthcare experiences have a profound effect on health-
seeking behavior and engagement. 
• Participants felt discouraged from seeking health care when they had 
been given inappropriate or impractical advice. 
Wen, Hudak, & 
Hwang (2007). 
Qualitative, individual 
interviews with homeless 
adults residing at shelters 
(N=17) 
• Participants perceived experiences of “unwelcomeness” as acts of 
discrimination. Unwelcoming encounters included feeling dehumanized, 
not listened to, or disempowered. Positive encounters made individuals 
feel valued as a person, listened to, and empowered. Positive and 
negative experiences influenced their desire to seek health care in the 
future. 
 








Search Question 2: Is there evidence that occupational therapy students do not have formalized knowledge to practice cultural 
humility? 
 
Author and Year 
of Publication 
Type of Report Key Findings 
Hammell (2013). Journal Article • Hammell (2013) states that there has been little effort within the occupational 
therapy profession to critically investigate how occupational therapy responds to 
social class. 
• Cultural humility in clinical practice challenges occupational therapists to 
recognize their own social positions and how their perspectives may differ from 
others. 
Horton (2009). Journal article • OTs are increasingly working with at-risk groups for occupational deprivation. 
The shift in client demographics indicates a need for a shirt in education regarding 
the relationship of culture and OT. 
• OT with insufficient cultural considerations can be oppressive and useless to 
clients. This supports the need for OT students to be educated regarding culture. 
Iwama (2003). Journal article • There is a need to systematically implement cultural-based OT training that is 
consistent with local value patterns. 
• OTs must be prepared to adapt occupational therapy for recent immigrants and 
culturally diverse clients without pressuring clients to comply to Westernized 
mainstream notions of occupation. 
Mahoney & Kiraly-
Alvarez (2019). 
Journal article  • Occupational therapists in Western countries must critically self-reflect on the 
cultural relevance of how we describe, teach, and practice OT that may diminish 
non-Western cultural values. 
• Occupational therapy educators must approach teaching with the idea that 
students are co-instructors of knowledge. This way, students will recognize that 













• The most recent guidelines for the minimum standard for OT education highlight 
the importance of including diversity knowledge for new graduates. However, 
there is no mandate for skill development through direct client interactions or 









Search Question 3: Is there evidence that supports cultural humility training for students? 
 
Author and Year of 
Publication 
Type of Report Key Findings 
Beach, Price, Gary, 
Robinson, Gozu, Palacio, 
Smarth, Jenckes, 
Feuerstein, Bass, Powe, 




• There is excellent evidence (17 out of 19 studies) that cultural 
competence training improves the knowledge of health professionals and 
good evidence (21 out of 25 studies) that training improves the attitudes 
and skills of health professionals. There is good evidence (3 out of 3 
studies) that cultural competence training impacts client satisfaction. 




• Reasonable evidence exists to indicate cultural competence training can 
increase knowledge, attitudes, and skills of health professionals. 
• Some evidence indicates training positively affects client satisfaction. 
• Little evidence shows that training improves client care. 
Gendron, Maddux, 
Krinsky, White, 




groups pre/post test 
with older LGBT 
individuals 
(N=199) 
• Training sessions — which included didactic training, interactive 
exercises, small group activities, and a documentary — increased 
comfort levels of working with LGBT older adults. 
• Participants felt more knowledgeable and more culturally competent 
with regard to LGBT issues post-training, but their deep-seated beliefs 
about the LGBT population may not have changed. 
Govere & Govere (2016). Systematic 
literature review 
(N=7) 
• Cultural competence training is an effective intervention (6 out of 7 
studies) that significantly increases client care and satisfaction from 
minority groups. 
Majumdar, Browne, 
Roberts, & Carpio 
(2004). 





• Findings of the study indicate cultural sensitivity training programs 
could potentially help reduce cultural disparities in the healthcare 
system. 
• Attitudinal changes reported by providers in the study indicated long-









of training (N=114 
health care 














Appendix B: Evidence of Current Approaches and Methods 
Search Question 1: What are effective strategies to manage unconscious bias when working with homeless individuals? 
 
Author and Year 
of Publication 
Type of Study Key Findings 
Burgess, Beach, 
& Saha (2017). 
Literature review of how 
mindfulness and meditation 
practice can reduce effects 
of implicit bias on clients 
from stigmatized groups 
• Mindfulness meditation is an effective way to reduce implicit bias and 
intergroup anxiety among healthcare professionals when working with 
people who are homeless. 
• Mindfulness is found to protect against internal sources of cognitive 
load, such as provider burnout and compassion fatigue.  
• Clients’ observed clinician participants had an increase in client-






RCT with 1st and 2nd year 
medical students using 
eQuality curriculum to 
address LGBTQI+health 
equity 
• Students in a medical program felt that the two-hour debriefing sessions 
following eQuality didactic learning increased their understanding 
about implicit biases the most. It increased their motivation and 
confidence to address their own biases.  
• Debriefing techniques included 1) enhancing internal motivation to 
reduce bias 2) increasing understanding about the psychological basis 
of bias 3) building confidence in providers’ ability to interact with 
socially diverse clients 4) increasing emotional regulation skills, and 5) 
building partnerships with clients. 
Prescott & Nobel 
(2019)  
Determine effectiveness of 
cultural competency 
curriculum with 1st year 
pharmacy students (n=136) 
• Multimodal approaches to teaching cultural competency included: 
Global Beads Activity, didactic lecture, Trading Places Exercise, videos 
of real-life cultural-based situations in the health care setting, structured 







• The practicum (4-hour including videos, structured discussion, unique 
case studies, reflection, and role-playing) and lecture were most 
preferred methods for teaching cultural competence. 
• Students’ grades improved after the practicum, which indicates 
increased cultural knowledge using multimodal teaching 
Minick, Kee, 





with female nurses (n=5) 
• Findings from the study show that connecting with people who are 
homeless and getting to know them as individuals is vital to incite 
positive changes in perception when working with people who are 
homeless. 
• One-time contact and having limited experience working with diverse 
populations can reinforce stereotypical beliefs and lead to more 
negative perceptions. 
• The findings of the study suggest healthcare students of educational 
programs should be introduced to the multitude of factors causing and 
issues associated with homelessness in order to decrease culturally 
reinforced stereotypical attitudes.  
Schultz & Baker 
(2017). 
Evaluation of unconscious 
bias teaching strategies 
with students enrolled in 
graduate-level social 
justice and diversity course 
(n=75) 
• Strategies of guided debriefing and feedback incorporated implicit 
association testing, in-class interactive audience polling, phases of 
unconscious bias and management strategies, and perspective taking. 
• The study suggests guided debriefing is required to provide a safe 
environment for honest learner feedback, develop knowledge and 
understanding about unconscious bias, and affirm the goals for client 
care (Howell & Shepperd, 2012; Teal, Gill, Green, & Crandall, 2012)  
• Introduction to unconscious bias and its effects on client care should be 
included in the first year of all prelicensure settings. 
Teal, Shada, Gill, 
Thompson, 
Grounded theory approach 
with 3rd year volunteer 
medical students (n=72) 
• Group-based reflection sessions, with a trigger to foster engagement, 








& Haidet (2010). 
reflection about bias in encounters and willingness to discuss potential 
biases with colleagues, with implications for reducing health disparities. 
• Students cited reflection as the most common strategy used to manage 
implicit biases about clients. 
• Towards the end of the session, a positive shift from self-evaluations 
(internal feedback) to engagement with others about challenging client 




with indigenous clients 
(n=7) 
• Findings confirmed that occupational therapists must be 1) mindful of 
culture and its impact on interventions and occupational performance. 
• Reflection is a vital tool for facilitating culturally safe practices. 
• Adopting a client-centered approach was essential. 
• Occupational therapists that participated had positive experiences with 
Indigenous clients.   
Sales, Jonkman, 
Connor, & Hall 
(2013). 
 
• A case-scenario group showed the least improvement in cultural skills 
and communication style development when compared to the role-










Search Question 2: What specific learner outcomes can be expected from an educational program aimed to promote cultural 
humility in healthcare professionals? 
 
Author and Year of 
Publication 
Type of Report Key Findings 




• Cultural knowledge improved as a result of educational sessions about 
cultural competence. Cultural knowledge was measured on the Cultural 
Knowledge Scale, a valid reliable 25-item Likert scale. 
Juarez, Marvel, 
Brezinski, Glazner, 




• After a 36-hour, year long curriculum about diversity, medical residents were 
more likely to involve clients in determining client plans of care, ask clients 
for their perceptions related to their illness, and involve clients in the 
decision making processes.     
Kamau-Small, Joyce, 
Bermingham, Roberts, 
& Robbins (2015). 




• Cultural humility skill building led to increase in awareness (58%) and 
change in behavior (28%) in nursing students after participating in cultural 
humility workshops. 
• The workshop included bi-weekly community practicums, clinical 
application reports, quizzes, lectures, and surveys. 
Govere & Govere (2016). Systematic review 
(n=7 studies) 
• Findings of a systematic review among 7 studies suggest that cultural 
competence training of healthcare providers led to improved cultural 
competence in 6 out of 7 studies.  
• Cultural competency training for healthcare providers also suggested an 
increase in client satisfaction in 5 out of 7 studies. 
Beach, Price, Gary, 
Robinson, Gozu, Palacio, 
Smarth, Jenckes, 
Feuerstein, Bass, Powe, 
& Cooper (2005). 
Systematic review 
(n=34 studies) 
• Cultural training improves cultural knowledge in 17 out of 19 studies and 
skills and attitudes in 21 out of 25 studies.  
• Both experiential learning and interventions not using experiential learning 








Search Question 3: Is there evidence that experiential learning can lead to development of cultural humility? 
 
Author and Year 
of Publication 
Type of Report Key Findings 
Griswold, Zayas, 
Kernan, & Wagner 
(2007). 
Semi-structured 
interviews after medical 
student encounters with 
refugee clients with an 
attending medical 
preceptor (n=27) 
• There is evidence that experiential learning through meeting and 
communicating with people of different cultures and backgrounds 
expands the student’s awareness and skills. 
• Students expressed heightened cultural humility, and were sensitive to 
the resilience of refugees who had often witnessed war violence, or been 
subjected to torture. 
Meurer, Young, 
Meurer, Johnson, 




based curriculum with 
medical students (n=95) 
• Students spent 10 hours per month on training to provide effective care 
in urban, underserved settings in the community. Methods included 
experiential site visits and applying core competencies, case discussions, 
readings, and lectures. 
• Findings indicated that students enjoyed working with peers across 
classes and favored interactive, community-based sessions over 
classroom didactics. 
• Experiential learning is engaging to students and prepares students to 
meet society’s healthcare needs. 
Prescott & Nobel 
(2019). 





• Experiential activities such as practicum and videos had more obvious 
practical implications for learning how to care for a culturally diverse 
client. Students also scored the lecture portion of the cultural diversity 
curriculum highly. 
• A multimodal approach to teaching cultural competence allows for the 
use of different methods to assist in highlighting foundational principles 








Corbin, & Peters 
(2019). 
Undergraduate students 
in a course (n=56) 
• Experiential learning combined with reflective writing and 
metacognitive strategies can develop cultural humility in students. 
• Students demonstrated increased awareness of their privilege, 
recognition of ethnocentrism, and understanding on how language 
barriers affect access to and delivery of health services. 
• “Humility” refers to taking the role of a learner to understand different 
social values and experiences. 
• “Self-awareness and self-reflection” is a critical component of cultural 
humility where learners evaluate and critique values, beliefs, and 










• The experiences of student participants in the Metis community-based 
practicum demonstrate that experiential learning helped students develop 
a culturally humble practice and a glimpse into the lived experience of 
an individual of the Metis community.  
• Discomfort and frustration with being in an unfamiliar environment was 
shared among student participants initially. However, this feeling of 
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Appendix E: Executive Summary 
Introduction 
Without adequate supportive services, homeless individuals are at a higher risk of 
living with chronic illnesses, physical disabilities, chronic substance abuse, and severe 
mental health conditions (Applied Survey Research, 2020). These health conditions 
perpetuate the cycle of homelessness, as they affect a person’s ability to retain stable 
housing, maintain employment, and engage in meaningful self-care activities.  
Currently, no existing occupational therapy-based program targets homeless 
adults in San Francisco. A review of the evidence-based literature on the needs of 
homeless individuals suggests that occupational therapy interventions focus on life skills 
training to enhance community participation (Grandisson et al., 2009; Helfrich et al., 
2006; Munoz et al., 2006). Recidivism of homelessness emphasizes the need for more 
supportive services for people who are homeless. Occupational therapists can play a large 
role in offering life skills interventions and resources to empower previously homeless 
individuals to reassume meaningful daily activities and reintegrate into the community. 
Although occupational therapists are equipped to approach the problem of 
decreasing barriers to participation for homeless individuals, evidence suggests that 
occupational therapists often feel unprepared in the practice setting to fulfill the role of 
service provider for persons experiencing homelessness (Lauckner et al., 2006). There is 
a specific need for occupational therapy programs to provide education about culturally 
responsive care. Additionally, healthcare providers need to empower and value patients 
experiencing homelessness in order to gain their trust. Developing a client’s trust strongly 
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influences this individual’s propensity to seek care (Wen et al., 2007). Occupational 
therapists are uniquely equipped to address the needs of homeless clients in community 
health settings. With additional education about culturally responsive care for this target 
population, occupational therapists will feel more prepared to provide for homeless 
clients and develop client trust. The proposed program Student-Homeless Health 
Partnership addresses the need for culturally responsive education for occupational 
therapy students with an experiential learning approach guided by expert faculty mentor 
supervision. 
Program Overview 
The proposed program, Student-Homeless Health Partnership (SHHP), utilizes 
multimodal approaches of instruction with occupational therapy students to provide 
education about culturally responsive care, foster cultural humility, and provide homeless 
clients with client-centered life skills interventions. The goal and outcome of the program 
is to change occupational therapy students’ social beliefs and attitudes tied to adults who 
are homeless and ultimately, provide effective and culturally responsive care for these 
individuals.  
Program Description 
To achieve program goals, the SHHP will consist of four in-person, semi-
structured group visits at a SAFE Navigation Center and will take place within one 
academic school year. Occupational therapy students will be divided into small groups of 
4–5 people, each group paired with an individual residing at the SAFE Navigation 
Center. Each student-client meeting at the Navigation Center will be supervised by a 
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faculty mentor. SHHP will consist of four modules, and each module will correspond 
with a scheduled visit to the SAFE Navigation Center. The modules topics will cover the 
occupational profile and lived experience, experiences with health care, goal setting, and 
community resources. Each module will also include a client-centered life skills 
intervention to promote independence with activities of daily living skills necessary for 
re-entry to community living. The proposed program will utilize multiple instructional 
components for adult students, including 1) a pre- and post-testing, 2) pre-visit lectures, 
3) Navigation Center cultural immersion visits, 4) self-reflection assignments 5) and post-
visit group debriefs facilitated by faculty mentor. All the instructional components will 
follow each module’s topics to prepare students for the Navigation Center site visit and to 
guide students in their reflection processes. The proposed topics for the modules were 
chosen based on performance reports conducted by the San Francisco Controller’s Office 
on SAFE Navigation Centers and needs assessments in occupational therapy literature 
(Davis et al., 1994; Helfrich et al., 2006; Helfrich et al., 2011; Radu, 2016). The key 
components of SHHP will frame the program’s structure and content to provide students 
with the cultural experiences they need to care for clients experiencing homelessness. 
Theoretical Frames of Reference 
 A review of the literature on adult student learners and development of cultural 
humility identified three applicable and meaningful theoretical frames of reference to 
support the purpose of Student-Homeless Health Partnership. The Situated Learning 
Theory (Lave & Wenger, 1991), Purnell Model for Cultural Competence (Purnell, 2019), 
and Campinha-Bacote Model of Cultural Competence (Campinha-Bacote, 2002) were 
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chosen as frameworks for SHHP’s design. The key components of each theory guided 
SHHP to encompass several client-centered interventions that focus on developing 
students ‘competencies in the following; cultural awareness, cultural knowledge, cultural 
skill, cultural encounters, and cultural desire while engaging with homeless individuals in 
their everyday community of practice. In particular, the Situated Learning Theory 
stressed the importance of having expert educators guide learners through phases of 
reflection on experiences and problem solve novel situations (Brown et al., 1989). In 
SHHP, the expert educators are the occupational therapy faculty mentors who have 
extensive experience working in the community health setting with adults experiencing 
homelessness. The novice learners are the student participants. Students will enter as 
peripheral participants and, through SHHP, will develop the cultural knowledge and skill 
from faculty mentors to emerge as a full participant (Lave & Wenger, 1991). As a result, 
a majority of SHHP activities include occupational faculty mentor supervision are expert 
educators for student participants. 
Review of Effective Instructional Methods  
An additional literature review was completed to gather information about the 
effective strategies to manage unconscious and implicit bias in previous attempts to 
implement cultural competence programs for adult healthcare students. Evidence largely 
supported instructional methods of student engagement in lectures, testing, self-
reflection, small group discussions, guided debriefing, and community immersion 
(Griswold et al., 2007; Kamau-Small et al., 2015; Leslie et al., 2018; Meurer et al., 2011; 
Minick et al., 1998; Oosman et al., 2019; Prescott & Nobel, 2019; Sanchez et al., 2019; 
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Schultz & Baker, 2017; Stedman & Thomas, 2011; Teal et al., 2010). Current evidence 
also suggested multimodal instruction was preferable to using sole instructional strategies 
to teach about cultural safety training (Prescott & Nobel, 2019; Sales et al., 2013). 
Correspondingly, the design of the SHHP modules was informed by findings about the 
effectiveness of specific instructional methods used in other cultural safety programs.  
Program Evaluation and Outcome Measures 
Program evaluation will serve as a pilot to determine the efficacy and stability of 
SHHP as viable platform for improving culturally responsive care for homeless clients. 
Depending on the success of the outcomes during program evaluation, the aspiration is to 
expand the SHHP model to other occupational therapy programs and SAFE Navigation 
Centers in California. The expected outcomes of the Student-Homeless Health 
Partnership are two-fold, first the outcomes will be organized by student participants and 
secondly by individual participants experiencing homelessness. 
Outcomes for Student Participants 
 Four objectives are defined for student participants. They include: 1) to increase 
students’ cultural knowledge about homelessness, 2) to enhance students’ sense of 
engagement with clients who are homeless, 3) to increase students’ perceived levels of 
confidence to provide culturally responsive care for clients experiencing homelessness, 
and 4) to improve perceptions of working with persons experienced homelessness. The 
goal of Student-Homeless Health Partnership is to make students aware of their own 
stereotypical social beliefs and attitudes regarding adults who are homeless and, 
ultimately, give occupational therapy students the tools they need to provide more 
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culturally responsive, effective care for homeless adults. 
Outcomes for Participants Experiencing Homelessness 
Four outcomes are defined for participants experiencing homelessness. They 
include: 1) to higher levels of trust in healthcare professionals, 2) to increase community 
health-seeking behaviors through active participation in SHHP, 3) to reduce instances of 
discriminatory treatment and stigmatization of homelessness in health care settings, and 
4) to improve perceptions of receiving care from health care providers. The effectiveness 
of the Life Skills interventions for homeless clients will not be measured in the pilot 
study of the program, but it will be considered for future iterations of the program if the 
pilot program demonstrates positive program outcomes.  
Implications 
 The implementation of Student-Homeless Health Partnership will have important 
implications to the practice of occupational therapy. Program evaluation findings will 
identify areas of improvement in occupational therapy curricula and prepare students to 
treat more culturally diverse clients. SHHP will inform occupational therapy faculty of 
how students approach and learn about culturally responsive care with homeless 
individuals. Occupational therapy faculty will also gain insight into the effectiveness of 
using multimodal instructional methods to teach about culturally responsive care. 
Student-Homeless Health Partnership will emphasize occupational therapy’s distinct 
value in providing occupation-based, client-centered care for homeless individuals in 
community health programs. Dissemination of the program is critical to educate related 
services about the role of occupational therapy in enabling client participation with self-
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care, productivity, and leisure tasks. 
Conclusion 
The Student-Homeless Health Partnership (SHHP) is an evidence-based, theory-
driven program that utilizes multimodal approaches of instruction with occupational 
therapy students to provide culturally responsive care for homeless individuals. Through 
the program, students will develop a client-centered, occupation-based approach to caring 
for individuals experiencing homelessness through direct engagement. Positive program 
evaluation findings of Student-Homeless Health Partnership will highlight occupational 
therapy’s distinct value in community health programs. Having successful program 
outcomes will also reinforce the expansion of the SHHP model to occupational therapy 
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Appendix F: Fact Sheet 
 





Student-Homeless Health Partnership: 
An Education Intervention to Provide 
Culturally Responsive Care for 
Homeless Adults 





Introduction to the Problem:  
• Homeless adults report discriminatory treatment and stigmatization in healthcare 
settings (Grenier et al., 2016; Wen et al., 2007). 
• Occupational therapists (OTs) often feel underprepared in the practice setting to 
fulfill the role of service provider for persons experiencing homelessness (Cheung 
et al., 2002; Lauckner et al., 2006; Murden et al., 2008; Rassmussen et al., 2005). 
• To meet the demands of an increasingly culturally diverse client base, there is a 
specific need for OT programs to provide education about culturally responsive 
care to understand the complex needs of those who are homelessness (Grandisson 
et al., 2009; Grenier, 2020; Horton, 2009; Matteliano, 2014). 
The Proposed Solution: Student-Homeless Health Partnership (SHHP) addresses the need 
for culturally responsive education for OT students with a multimodal experiential learning 
approach which includes expert faculty mentor supervision. 
 
Key Components: 
1. Educate OT students about culturally responsive care by fostering cultural 
knowledge and skills through multimodal instructional strategies. 
2. Offer practical life skills interventions to homeless clients in preparation for long-
term placement in the community. 
3. Collaboration between faculty, student, and clients in order to form connections 
with real-world clients and help students develop confidence in their skills with 
homeless populations. 
 












Desired Outcomes:  
 
 
Implications for Occupational Therapy Practice:  
• Currently, no existing occupational therapy-based program targets homeless adults 
in San Francisco. OT practitioners could increase their abilities by facilitating life 
skills interventions and resources that ultimately empower homeless individuals to 
reassume meaningful daily activities and reintegrate into the community (Helfrich 
et al., 2011). 
• SHHP will emphasize the distinct value occupational therapists provide, such as 
occupation-based and client-centered care for homeless individuals in community 
health programs. 
• SHHP will broadly inform OT education by addressing marginalized homeless 
clients through a uniquely responsive experiential learning curriculum. 
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